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PHYSIOLOGIC PRINCIPLES OF 
RESUSCITATION AND OXYGEN THERAPY 


CECIL K. DRINKER* 


Harvard University School of Public Health, Boston 


ies physiologic prin- 
ciples of resuscitative 
measures and oxygen 
therapy have been the 
subject of exact inquiry 
during the last two years 
and, as a result, many 
of our notions in regard 
to even the simplest 
forms of resuscitation 
have been thoroughly 
revised. 

The restoration of breathing and of efficient 
blood circulation invariably is an emergency 
procedure. Some years ago I analyzed my own 
records and other sources of information to 
determine, if I could, how long a person could 
survive and recover to normal living after he 
had ceased to breathe. Figure 1 represents the 
results of my inquiry. The ordinates in this 
curve represent the percentage of chances for 
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For the past 50 years the English-speaking 
world has employed practically exclusively 
the prone pressure method of artificial res- 
piration. During the war the method lost 
favor. There was no conviction that it pro- 
vided more than minimum lung ventilation 
and it was realized that no one knew the 
real efficacy of the procedure. Measurements 
on fresh cadavers, on unconscious patients 
unable to breathe, and finally on anesthetized 
and curarized volunteers confirmed the dis- 
trust of prone pressure artificial respiration 
and led to trial of other procedures. Out of 
these observations the Danish Holger Nielsen 
method emerged as the best, and is discussed. 


complete recovery; the abscissas represent the 
time in minutes. It is assumed that at each of 
the crosses competent artificial respiration has 
been put into operation. One minute after cessa- 
tion of breathing, if artificial respiration is 
given, the chances for survival are excellent, as- 
suming, of course, that the patient’s heart and 
circulation are in good condition. After two 
minutes of asphyxia the chances for survival are 
less, but still excellent, but when five minutes 
have elapsed the chances for recovery are 
small—only about 25 per cent. As more time 
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TABLE 1 
Brain CENTER REvivAL AFTER INTERRUPTION OF BLoop SupPLy* 


INTERRUPTION REVIVAL OF CENTERS 
OF CENTRAL 
CIRCULATION 
Cortical Palpebral-pupillary | Cardioregulatory Vasomotor Respiratory 
5-10 - + + + + 
10-15 + + 
15-30 - ~ + > + 


*Tabulation made by Dr. Heymans and presented to author. Data largely contained in Heymans et al.? 


passes, even though artificial respiration has 
been performed effectively at each of these 
stages, the chances for recovery grow less and 
less, and by the twelfth minute of asphyxia they 
are practically absent. 

Many of us have been confronted with the 
idea that recovery of breathing will occur after 
20 or 30 minutes of complete submersion in a 
bath; I have never been able to find convincing 
proof of this. No one ever knows just when a 
drowning person disappeared or just how long 
he has been under water; someone makes a 
guess, and the longer the estimated submergence 
the more creditable the resuscitation. I am con- 
vinced that after 12 minutes’ absence of breath- 
ing the chances for survival, no matter what 
resuscitative procedures are done, are extremely 
slight—indeed, are practically absent. 

From a physiologic point of view, the curve 
in Figure 1 indicates the rapidity with which 
oxygen in the body is expended. Small amounts 
may remain in some areas for longer periods of 
time, but in vital regions it is largely gone at 
the end of six minutes and must be replaced 
rapidly, or degeneration will have advanced to 
a marked degree and the hope of recovery will 
be proportionately less. 

Table 1 is from the work of the Belgian 
Nobel Prize winner C. Heymans,” and in it he 
indicates the length of time which may elapse 
before various vital nerve centers are destroyed. 
To determine endurable periods of asphyxia 
before the occurrence of cortical degeneration, 
loss of the palpebral-pupillary and cardioregu- 
latory reflexes, and paralysis of the vasomotor 
and respiratory centers, Heymans experimented 
on dogs. He obliterated all the circulating blood 
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to these various regions, taking as his beginning 
time the moment of circulatory arrest and as his 
final or death time the moment of loss of func- 
tion in that region. He observed that the cortical 
cells begin to display reactions of degeneration 
one to five minutes after arrest, and that there 
is physiologic evidence of their loss of function. 
The relatively simple reflex arcs are interrupted 
by beginning destruction in 5 to 10 minutes for 
the palpebral-pupillary reflex, and in 15 to 30 
minutes for the cardioregulatory, vasomotor and 
respiratory centers. 

It is sometimes hard to evaluate the amount 
of damage from asphyxia in patients who may 
have had some degeneration of cortical gray 
matter and yet have recovered. Sometimes a 


100 


PER CENT 
° 


MINUTES 


FicurE I. A diagram illustrating the chances for re- 
covery in minutes of time after cessation of breathing, 
provided competent artificial respiration is given. Ab- 
scissas, time in minutes; ordinates, percentage of 
chances for recovery. (From Drinker,’ p. 287.) 
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FIGURE 2. Positions of patient and operator in Holger Nielsen method of artificial respiration. 


patient merely displays such symptoms as slight 
loss of memory, some degree of vertigo, etc. It 
has been established, however, that in asphyxia 
the highest centers undergo degenerative changes 
first, and the only reason survival can be obtain- 
ed in individuals who have stopped breathing 
or whose circulation has been extremely de- 
ficient for short periods is because the medullary 
centers are destroyed last. The gray matter in 
the spinal cord is even more resistant, remain- 
ing functional up to 40 minutes after oblitera- 
tion of the circulation—that is, an ordinary 
motor reflex can be obtained after such time. 

In prolonged asphyxia, such as occurs in car- 
bon monoxide poisoning, the best criterion in 
determining the expectations for eventual com- 
plete recovery, if respiration is restored, is the 
length of the period of unconsciousness which 
the patient has experienced. If there has been 
much destruction of the higher cortical centers 
with extension down into the midbrain, the in- 
dividual will be unconscious when discovered, 
and although his breathing may be brought 
back to normal he will remain unconscious, the 
length of time varying in diffetent cases. 1 have 
seen a number of such patients who have re- 
mained unconscious for from 25 to 40 hours, 
even a little longer. If unconsciousness persists 
for 40 hours, however, they rarely become con- 
scious again. Usually they have to be tube-fed, 
and after about a week they die. 

Exceptional cases may be seen, however. For 
example, a couple of years ago I saw a patient 
who had been unconscious for 85 hours from 
accidental asphyxiation by carbon monoxide 
generated by bad combustion in an oil stove. 
I told his family that if he survived he would 
be a pitiable object, and that it probably would 
be better if he died. Whereupon the patient 
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promptly became conscious and was as normal 
as ever, as far as any of us could tell. So it goes 
in medicine; even an apparently confident pre- 
diction may prove wrong. 

For 4000 or 5000 years, man has been try- 
ing to develop a method of artificial respira- 
tion. The oldest means in existence is mouth- 
to-mouth insufflation. In the Old Testament 
there are several instances of this, and in the 
New Testament there is one. It is interesting 
to note that, in addition to mouth-to-mouth in- 
sufflation, the prophet Elijah is stated to have 
thrown himself upon the body of the victim, 
thereby producing a pressure effect on the 
body—an effect which may have been a factor 
in recovery. Mouth-to-mouth insufflation was 
supplemented through the ages by all sorts of 
measures, such as rectal insufflation of tobacco 
smoke or rolling the individual on a barrel or 
the top of a fence. 

The modern history of emergency resuscita- 
tion began in 1858 with Silvester. His is the 
earliest significant resuscitative method, aside 
from mouth-to-mouth insufflation for small in- 
fants, which has survived to the present time. 
In the Silvester method the subject to be re- 
vived lies on his back while the operator raises 
the victim’s extended arms to the maximum. 
This maneuver, which brings about as great a 
lengthening of the spine and raising of the ribs 
as is possible, results in inspiration. Then, in 
order to bring the chest back to its smallest 
possible size, the operator lowers the subject’s 
arms and presses firmly, but not violently, on 
the chest with the elbows, thus accomplishing 
expiration. Silvester’s is a very good method of 
artificial respiration. Its principal defect lies in 
the position of the victim on his back, thereby 
permitting—so it is said, though I have never 


473 


} 
| 
g | 
s 
| 
n 
0 
| 
' r 
| 
| | 


been able to observe it—the tongue to fall 
back over the laryngeal opening or permitting 
mucus and vomitus to go down into the trachea. 
This last objection was one of the principal rea- 
sons why Schafer introduced his new method 
iN 1903. 

Schafer’s is the familiar prone _ pressure 
method in which the subject to be revived lies 
on his abdomen with his head turned to one 
side. The arms are stretched above the head in 
order to give the maximum possible passive ex- 
pansion of the thorax, and the operator presses 
below the lowest rib, rhythmically forcing the 
contents of the abdomen up against the dia- 
phragm and with this pressure forcing air out. 
Thus the active muscular part of the perform- 
ance is expiration, and we rely on the release 
of this pressure and the elasticity of the parts 
to return the chest to its inspiratory position. 

Schafer’s method has been used on thou- 
sands of people. It has dominated resuscitation 
procedures in this country and in England for 
a number of years. The difficulty is that we 
have never really known how good a method it 
is. We have assumed in the past that it was 
good because of the authority of Schafer and 
because it has produced good results in a great 
many cases. Within the past year and a half or 
two years, however, we have found that the 
method, even when it works best, is just on the 
edge of not providing enough ventilation and 
that frequently, even though correctly given, it 
fails entirely to provide anything like adequate 
ventilation. 

The difficulty in evaluating resuscitation 
methods lies in the fact that if you give arti- 
ficial respiration to a living, conscious individ- 
ual by the prone pressure or any other meth- 
od, the amount of ventilation which you are 
able to measure physiologically will be deter- 
mined by the subject. He gets just what he 
needs. He is locked unconsciously against either 
inspiring or expiring more air than his state at 
the moment requires, so that almost any method 
tested on a conscious subject seems reasonably 
effective. But a test of this sort is very different 
from giving artificial respiration to an individ- 
ual who is unconscious, unable to breathe, whose 
heart action is failing, and in whom asphyxia is 
progressing rapidly. 
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Anyone who has given prone pressure arti- 
ficial respiration to a patient who has just stop- 
ped breathing must be conscious of the fact 
that very soon you feel as though you were 
doing nothing at all. The subject’s body seems 
quite unyielding; your pressure accomplishes 
nothing; your hands stay just about where they 
are and you feel very frustrated and _ baffled. 
We depend on the inherent elasticity of the 
parts pressed in to cause expansion to normal 
size and so to suck air into the chest—a reliance 
which has proved to be a weak prop. 

The first experiments involving actual meas- 
urements of air moved were done by Motley 
and his associates* in Bellevue Hospital on non- 
breathing patients, individuals whose respira- 
tion had stopped from various causes. Motley 
found that the prone pressure maneuver in- 
variably provided less ventilation than did any 
of the other methods he tried. Then Gordon 
and his co-workers,*:” in a long series of ob- 
servations on nonrigid corpses immediately 
after death and on conscious normal subjects 
trained to suspend respiration voluntarily or to 
hyperventilate to the point of apnea, also found 
ventilation inadequate by the prone pressure 
method. A still further series of tests on living 
individuals by other investigators consisted of 
giving artificial respiration to g volunteers who, 
first anesthetized and then given curare, were 
unconscious and entirely unable to breathe. 
Three of these young men probably would have 
died if the investigator had not stopped the 
Schafer procedure and turned to another meth- 
od of artificial respiration. Their arterial blood 
oxygen fell to 40 per cent of saturation, a very 
dangerous situation indeed; however, the sub- 
jects recovered entirely. 

In these anesthetized, curarized subjects, who 
really represented the condition of the patients 
we wish to restore—that is, nonbreathing indi- 
viduals with reasonably good circulation—it was 
found by one investigator in the group that the 
best amount of ventilation he could secure per 
breath by Schafer’s method was 250 to 300 cc. 
Another man got over 300 cc., but not much 
more. We are safe in assuming that when the 
breathing falls below 300 cc. per breath—the 
normal for adults in good condition being about 
500 cc. or a little above—the individual is get- 
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ting too little air and will soon die if something 
is not done about it. In the experiments cited, 
the prone pressure method gave about half of 
normal ventilation—well below the danger line. 
This is the reason why, during the war, par- 
ticularly in cases of drowning, it was decided 
that the prone pressure method must be dis- 
carded in favor of a better technic. 

There is another method of artificial respira- 
tion, which in my opinion is going to command 
the field in this country in a short time. It was 
devised by Holger Nielsen® in Denmark in 
1932, but up to now has not been used to any 
extent in the United States. In this method the 
subject (Figure 2) is prone, which is an ad- 
vantageous position for clearing the mouth and 
throat and for keeping them clear. His arms are 
folded and his hands are placed under his head 
to keep the mouth and nose out of sand and 
dirt. The operator, kneeling at the subject’s 
head and grasping his elbows, pulls them some- 
what forward and then raises them slightly. 
This maneuver brings about a lengthening of 
the spine and a raising of the ribs, such as occurs 
with the Silvester method, and results in a very 
good inspiration. The operator then replaces 
the arms and gives a brief moment of pressure 
on the chest to reduce it to small size and to 
prepare it for the next inspiratory movement. 

Nielsen’s method of artificial respiration—ad- 
vantageous in the patient’s position, in provid- 
ing opportunity to cover him with blankets, and 
in permitting the administration of oxygen or 
oxygen and carbon dioxide through a face 
mask—has been found by various investigators 
to be the best and most competent resuscitative 
procedure. As a result, at a recent meeting in 
Washington called by the National Research 
Council, representatives of the Army and Navy, 
the Public Health Service, the Red Cross, the 
Boy Scouts and other interested large organiza- 
tions agreed that in their opinion this method 
should supersede all others for emergency 
manual artificial respiration. In all probability, 
therefore, doctors—who in general know too 
little about resuscitation—will begin in the next 
few months to encounter laymen giving arti- 


ficial respiration by a new method and will find 
it difficult to agree that what they are doing is 
sensible. The Nielsen method is nontiring; it 
can be used by women and children and on 
women and children. It is easy to teach, already 
having been tested successfully as a teaching 
problem on several thousand people in this 
country. 

Physicians encounter the need for emergency 
resuscitation most frequently in the operat- 
ing room when the anesthetist or one of his as- 
sistants attempts artificial respiration, usually by 
compression of the chest from the sides. From 
my observations this maneuver moves no air 
whatsoever and is a waste of time. It is far 
better to have the anesthetist provide a certain 
amount of ventilation by rhythmic compressions 
of the anesthesia bag, giving oxygen at the same 
time. 

I would like to mention that while the 
restoration of a supply of oxygen to the body is 
the great necessity, the use of pure oxygen to 
combat an immediate emergency of oxygen lack 
is not of critical importance. The oxygen of the 
air is sufficient to meet immediate needs if 
artificial respiration brings it into the lungs. 
On the other hand, if the patient is the victim 
of chronic oxygen lack, i.e., prolonged asphyxia, 
then judicious use of pure oxygen may acceler- 
ate recovery and give great comfort to conscious 
patients. It is my opinion that oxygen therapy, 
as we understand it, is much more significant 
in combatting prolonged asphyxia than in meet- 
ing the acute emergency requiring resuscitative 
measures. 
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A scientific exhibit illustrating the various methods—past and present—of artificial respiration 


appears on pages 528-537, this issue. 
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TREATMENT OF BRUCELLOSIS WITH 
AUREOMYCIN OR TERRAMYCIN 
COMBINED WITH DIHYDROSTREPTOMYCIN 


WALLACE E. HERRELL* AND TRACY E. BARBER** 


Mayo Clinic, Rochester, and Geo. A. Hormel & Co., Austin 


Two combinations of antibiotics have been 
used in treating culturally proved brucellosis: 


* (1) the simultaneous administration of AUREO- 


mMycin® and dihydrostreptomycin; (2) the 
simultaneous use of terramycin and dihydro- 
streptomycin. Both combinations are equally 
effective. The recovery rate with either meth- 
od has been 95 per cent. The combined use 
of terramyctn or aureomycin and dihydro- 
streptomycin has not been presented as a 
specific treatment of brucellosis, but results 
to date justify the conclusion that either com- 
bination ts far superior to any other currently 
available therapy. Furthermore, the undesir- 
able toxic reactions sometimes experienced 
with other methods have not occurred. 


*DIVISION OF MEDICINE, MAYO CLINIC, ROCHES- 
TER, MINNESOTA. 


**\MIEDICAL DIRECTOR, GEO. A. 
COMPANY, AUSTIN, MINNESOTA. 


HORMEL AND 


PRESENTED AT THE THIRTY-SIXTH (sT. Lou!s) 
ANNUAL ASSEMBLY OF THE INTERSTATE POST- 
GRADUATE MEDICAL ASSOCIATION, 


A PORTION OF THE AUREOMYCIN USED IN THESE 
STUDIES WAS KINDLY SUPPLIED BY LEDERLE 
LABORATORIES. LIKEWISE, A PORTION OF THI 
TERRAMYCIN USED IN THESE STUDIES WAS KIND- 
LY SUPPLIED BY CHAS, PFIZER & COMPANY, INC. 


Uwe clinical studies on the combined use 
of aureomycin dihydrostreptomycin 
in the treatment of brucellosis were begun 
in December 1948, and the results have been 
reported previously.' At the time of our last 
report we pointed out that a combination 
of terramycin and dihydrostreptomycin sulfate 
probably would prove equally effective in the 
treatment of this infection. We had at that time 
used a combination of aureomycin and dihydro- 
streptomycin in the treatment of 25 patients 
with culturally proved brucellosis. During the 
interval which has followed, these clinical studies 
have progressed, and it seems worth while to 
present follow-up data concerning the status of 
the original 25 patients in addition to data con- 
cerning 35 patients who have been observed and 
treated since the time of the last report. The 
present report also contains an analysis of our 
results obtained when terramycin, rather than 
aureomycin, was combined with dihydrostrepto- 
mycin in the treatment of these patients. 
Before the analysis of the 60 cases of brucel- 
losis is presented, it might be well to comment 
on previously available methods of treatment. 
In the past, sulfonamides have been found to 
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exert a mild suppressive effect on the course of 
brucellosis, but sulfonamides were in no way 
curative. Streptomycin was found to have some 
degree of activity against Brucella. Combina- 
tions of chemotherapeutic and antibiotic agents, 
namely, the combination of sulfadiazine and 
streptomycin, were first reported by Pulaski and 
Amspacher* to be considerably more effective 
in the treatment of brucellosis than either agent 
alone. Eisele and McCullough,* as well as other 
investigators, confirmed these reports. Thera- 
peutic failures at times occurred when this 
method was used. However, it is our convic- 
tion that this combination of sulfadiazine and 
streptomycin is far superior to the more recent 
treatment in which chloramphenicol, aureomy- 
cin or terramycin has been used alone. The one 
disadvantage of the combination of sulfadiazine 
and streptomycin is the well established toxic 
effects of streptomycin and sulfonamides. 

Following some experience with the combina- 
tion of streptomycin and sulfonamides, a num- 
ber of investigators became enthusiastic about 
the value of chloramphenicol (cHLoromyce- 
tin®) or later, aureomycin, or still later, terra- 
mycin, when used alone in the treatment of 
brucellosis. Even the most casual review of cur- 
rent reports will readily convince anyone that 
use of chloramphenicol, aureomycin or terra- 
mycin alone has not been highly effective in the 
treatment of brucellosis. The rates of clinical 
and bacteriologic relapses have varied in differ- 
ent series of cases from 15 to as high as 69 per 
cent. For example, Killough and_associates* 
summarized the results of treatment of 39 pa- 
tients acutely ill with brucellosis. In this series 
16 patients were treated with terramycin hydro- 
chloride, 12 with chloramphenicol and 11 with 
aureomycin. Although the initial clinical re- 
sponse was excellent, the  clinical-bacterial 
relapse rate was 69 per cent. There was no spe- 
cial difference in effectiveness of these three 
compounds. These and other data clearly sup- 
port the statement which has been made al- 
ready—if the method which we are now advo- 
cating is not used, results would be better if the 
old form of treatment were employed, namely, 
the combination of streptomycin and_ sulfa- 
diazine, rather than chloramphenicol, aureo- 
mycin or terramycin alone. 
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Our clinical studies were the outgrowth of 
some experimental studies carried out by Heil- 
man® in the laboratories of the Mayo Clinic. 
A variety of chemotherapeutic agents were 
used, alone and in combination, in the treat- 
ment of experimentally produced Brucella in- 
fections in mice. Neither aureomycin nor 
chloramphenicol was of particular value in re- 
ducing the number of Brucella organisms in 
infected mice. On the other hand, in one of the 
experiments after the combined use of aureo- 
mycin and dihydrostreptomycin the mean col- 
ony count per whole spleen in mice infected 
with Brucella organisms was 11,000 * 6,000, as 
compared with the mean colony count of 
1,154,000 + 124,000 in the spleens of untreated 
control animals. The infection was not com- 
pletely eradicated, but the combination of aureo- 
mycin and dihydrostreptomycin was by far the 
most effective form tried for treating the experi- 
mentally produced infection. The addition of 
sulfonamides to the combination of aureomycin 
and dihydrostreptomycin did not significantly 
better the results. Subsequent studies® revealed 
that terramycin gave results which were essen- 
tially the same as those obtained with aureo- 
mycin. The data herein presented amply sup- 
port the thesis that a combination of either 
aureomycin and dihydrostreptomycin or terra- 
mycin and dihydrostreptomycin is to date the 
method of choice in the treatment of brucellosis. 

The data in the present report consist, first, 
of an analysis and results of a follow-up study 
of the group of patients treated with a com- 
bination of aureomycin and dihydrostreptomy- 
cin sulfate and, second, of an analysis of the 
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group of patients who received a combination 
of terramycin hydrochloride and dihydrostrep- 
tomycin sulfate. Of the 60 patients treated, 43 
had culturally proved brucellosis. In the re 
maining 17 cases the agglutination titers, the 
clinical picture and the response to treatment 
were such that one could have little doubt but 
that they were examples of active Brucella in- 
fection. The number of patients treated with 


while the number treated with terramycin and 
dihydrostreptomycin was 15. The discrepancy 
in the size of the two groups is no indication 
of a difference in response to treatment. The 
number of patients treated with aureomycin is 
larger simply because terramycin was not avail- 
able at the beginning of these clinical studies. 
In fact, at present, most of our patients are 
treated with a combination of terramycin and 


AUREOMYCIN AND DIHYDROSTREPTOMYCIN FOR BACTEREMIE 


aureomycin and dihydrostreptomycin was 45, 


dihydrostreptomycin. 


TABLE 1 


sKUCELLOSIS To Anorrus 


AGGLUTI- 
DAYS | FOLLOW-UP 
CASE OCCUPATION NATION CONDITION BEFORE TREATMENT AND RESULTS 
TREATED | (MONTHS) 
DILUTION 
I Packing- 1:1280 12 Temperature 103°-104° F. Prompt) recovery. Continued 23 
house worker to work while receiving treatinent. 
8 
2 Packing 1:2560 14 Arthralgia present for 3 months before diagnosis. ‘Treated 27 
house worker for rheumatic fever. Fever responded rapidly. Cultures 
negative. Recovery. 
;* Farm boy, 1:1600 it Cervical adenopathy. Fever 102° F. Prompt recovery. 34 
student} 
i 4 Traveling 116004 14 Very ill. Chills and fever. Fever 104°-105° F. Afebrile in 33 
salesman | 72 hours. Complete recovery. 
5 Farmer 1:1600-+4- 10 Ill for months. Had had 2 courses of streptomycin but 24 
symptoms recurred, Prompt response. No recurrence. 
; 6 Student} 11600 13 Severe headache for 2 weeks. Chills and fever for 5 days. 27 
Prompt recovery. No recurrence. 
Housewife | 1:1600+4- 12 Ireated several weeks for infectious hepatitis. Prompt 26 
f response; disappearance of splenomegaly and hepatomeg 
aly. 
8 Farmer 1:2560 12 Fever, night sweats, productive cough, lost 25 pounds in 2 
coug 5 
6 weeks. Prompt recovery. Regained weight in 8 wecks. 
9 Meatpacker 1:1600 12 Chills, fever and night sweats for 3 weeks. Prompt clini- 24 
cal recovery. No recurrence. 
10 Farmer 1:400 12 Severe night sweats, chills and fever. Excellent response. 9 
No recurrence, 
11 Veterinarian 1:1600 12 Squirted vaccine (strain 19) in eye while inoculating cat- 8 
tle. However, organism in his blood required CO. for 
growth. Infection probably result of handling animals. 
Excellent response. No recurrence. 
12 Butcher 1:640 28 After diagnosis patient refused treatment. Was not very 16 
ill, Ran low grade fever. Acute septic arthritis, right elbow, 
12 weeks later. Prompt response, but treated 28 days be- 
7 cause of joint involvement. 
; 13 Packing- 1:2560 14 Very ill. Fever 104°-105° F. Prompt response. Returned 1 
a house worker to work in 12 days. Last agglutination dilution 1:320. 


*Culture of bone marrow also positive. 
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TABLE 2 


AUREOMYCIN AND FOR BACTEREMIC BRUCELLOSIS OWING ‘ro BRUCELLA MELITENSIS 


AGGLUTI- 
CUPATI NATION DAYS FOLLOW-UP 
CASE OCCUPATION NATIO TREATED CONDITION BEFORE TREATMENT AND RESULTS (MoNnTHs) 
DILUTION 
14 Packing- 1:640 12 Sustained fever with much arthralgia. Worked all dur- 24 
house worker ing treatment. Temperature normal on fifth day. Nega- 
tive cultures. 
15 Packing- 1:1280 12 Temperature 103°-104° F. Prompt recovery. Sick for 2 30 
house worker months before treatment started. Off work 9 days during 
treatment, 
16 Packing- 1:640 12 Ill 3 weeks. Fever 101°-103° F. Prompt response. RE- 25 
house worker LAPSED with fever 6 wecks later. Agglutination 1:1600. 
Repeated blood cultures negative. Recovery without fur- 
ther treatment. 
17 Packing- 1:640 12 Night sweats. Fever 103°-104° F. Physical signs (rales) of 25 
house worker pneumonitis. Prompt recovery. 
18 Plumber, 1:1280 12 Fever, splenomegaly, severe night sweats, tender general- 24 
packing- ized adenopathy, duodenal ulcer. Treated in hospital for 
house worker 2 days and ambulatory for remainder of treatment. Prompt 
recovery. 
19 Packing- 1:1280 12 Fever 102° F. Persistent cough. Night sweats. Clinical 23 
house worker diagnosis of pneumonitis before brucellosis discovered. 
Recovery. 
20 Packing- 1:640 12 Initial clinical diagnosis pneumonia. Returned to work 25 
house worker after 5 days of treatment. Therapy continued while at 
work. Complete recovery. 
21 Packing- 1:2560 14 Not very ill, but chills and fever for 3 days. Had had 16 
house worker sulfonamides for 12 days with no response. Recovery. 
Agglutination dilution dropped to 1:160. 
22 Packing- 1:1280 | 12 Onset, severe backache. Later temperature 101° F. Very 9 
house worker | rapid recovery. 


Aureomycin Combined with 
Dihydrostreptomycin 


Bacteremic brucellosis owing to Br. abortus 
—The results of our experience in the use of 
aureomycin combined with dihydrostreptomy- 
cin in the treatment of bacteremic brucellosis 
owing to Br. abortus are shown in Table 1 
(cases 1 to 13, inclusive). All 13 patients had 
been acutely and seriously ill with the disease 
for varying periods of time before treatment 
was initiated. In all instances blood cultures 
were positive for Br. abortus prior to treatment. 
Five of these patients were packing-house work- 
ers or meat handlers, 4 were farmers or lived on 
farms, 1 was a traveling salesman, 1 a house- 
wife, 1 a student and 1 a veterinarian. They had 
many different types of symptoms. In fact, the 
symptoms in some were such that various diag- 
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noses other than brucellosis had been made be- 
fore the Brucella organism was isolated from 
the blood on culture. 

As was reported previously, the time between 
the beginning of treatment and the disappear- 
ance of fever usually was from 48 to 72 hours. 
The average duration of treatment in this group 
of patients was 12 to 14 days. In only one in- 
stance was treatment continued for more than 
14 days. This was in case 12. The reason for 
prolonging the treatment in this case is evident 
from the following brief summary of the case. 

Case 12—The patient, a butcher, was obvious- 
ly sick although he actually was not very ill for 
several weeks. He had a low grade fever and 
complained of aching in the joints. Agglutina- 
tion for Brucella was 1:640. Culture of the blood 
was reported positive for Br. abortus. The na- 
ture of the disease was explained to the patient 
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TABLE 3 
AUREOMYCIN AND DittyprRosTREPTOMYCIN FOR BACTEREMIC BRUCELLOSIS OWING ‘ro Suis* 
AGGLUTI- 
CASE OCCUPATION NATION 
SE CONDITION BEFORE TREATMENT AND RESULTS (MonTHs) 
DILUTION 
23 Packing- 1:2560 12 Excellent recovery. Cultures negative. 33 
house worker 
24 Packing- 1:2560 12 Prompt recovery. Gained much weight. 33 
house worker 
25 Packing- 1:2560 12 Fever g9°-100° F. with much arthralgia for 1 month be- 27 
house worker fore diagnosis. Worked during course of treatment. Prompt 
recovery. 
26 Stock buyer 1:640 12 Predominant symptoms headache, fever and arthralgia. 24 
Prompt recovery. 
27 Guard, 1:320 14 Cervical adenopathy. Severe sore throat. ‘Temperature 8 
packing house 99°-100° F. Profuse night sweats. Rapid weight gain 
after treatment. 
28 Packing- 1:5120 14 Very ill. Sedimentation rate 74 mm. per hour. Tempera- 10 
house worker ture 104° F. Headache. Excellent response. 
29 Packing- 1:5120 14 Loss of weight. Anorexia. Temperature 102° F. Night 11 
house worker sweats. Remarkable response in 3 days. Gain in weight. 


*Case 30 was a case of bacteremic brucellosis, but is not included in the table because the type of Brucella was not identified (see text). 


and he was advised to take the combined form 
of treatment; however, he refused treatment 
and continued to work. Twelve weeks later 
acute, septic arthritis developed suddenly in the 
right elbow with extreme swelling, tenderness 
and pain. Blood cultures were still positive for 
Br. abortus. The patient immediately accepted 
treatment and was given the usual 3 gm. of 
aureomycin daily by the oral route and 2 gm. 
of dihydrostreptomycin daily by the intramus- 
cular route. Clinical response was very prompt 
as far as his general condition was concerned 
and also with regard to his right elbow. How- 
ever, because of the involvement of the joint, 
treatment was continued for 28 days. The plan 
of treatment was similar to that used in the 
treatment of localizing brucellosis. It is now 16 
months after treatment and the patient still is 
in excellent health. 

Practically all the cases included in Table 1 
have now been followed for more than two 
years. Follow-up examination consisted of physi- 
cal examination and blood cultures. In fact, only 
5 patients have been followed for less than two 
years. There has not been a single clinical or 
bacteriologic relapse in this group. 

Bacteremic brucellosis owing to Br. melitensis 
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‘We have now used aureomycin combined 
with dihydrostreptomycin in the treatment of g 
patients who had bacteremic brucellosis owing 
to Br. melitensis. The results of treatment in 
these g cases (cases 14 to 22, inclusive) are 
shown in Table 2. All these patients worked in 
packing houses. All were acutely ill, but all 
responded well to the combined treatment. ‘The 
first relapse occurred in this group of patients. 
It was a symptomatic relapse six weeks after 
treatment was completed in case 16. The patient 
had fever and sweating for a few days; how- 
ever, blood cultures were repeatedly negative 
and he recovered without further treatment. 
It has now been two years and one month since 
he was treated, and he is still in excellent 
health. In fact, all except 2 patients in this group 
have been followed for two years or longer. 

Bacteremic brucellosis owing to Br. suis—The 
results of the use of the combination of aureo- 
mycin and dihydrostreptomycin in the treat- 
ment of 7 patients (cases 23 to 29, inclusive) 
who had bacteremic brucellosis owing to Br. 
suis are shown in Table 3. Five of these patients 
were packing-house workers who handled meat, 
I was a guard in a packing house and 1 was a 
stock buyer. All were rather severely ill, but all 
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responded satisfactorily to treatment. As was 
stated in our previous repayt, it appears that 
arthralgia is a common clinical finding in cases 
of infection owing to Br. suis. The duration of 
treatment in this series of cases averaged from 
12 to 14 days. Four of these patients have been 
observed now for two years or longer and have 


remained well. Three have been observed for 
from 8 to 11 months without recurrence. 
Bacteremic brucellosis, untyped—Case 30 was 
not included in the tables because it is an ex- 
ample of bacteremic brucellosis owing to a 
Brucella which was not identified as to type. 
The patient, who was acutely ill at the time of 
admission, had been receiving treatment at 
home for one month. A clinical diagnosis of 
atypical pneumonia had been made before the 
diagnosis of brucellosis was established. The 
patient recovered promptly after treatment with 
aureomycin and dihydrostreptomycin. The tem- 
perature became normal in three days. The 
patient has been followed for 29 months, and 
there has been no evidence of recurrence. 
Brucellosis with localizing lestons—Six_ pa- 


tients received a combination of aureomycin 
and dihydrostreptomycin for brucellosis of the 
localizing type. These cases (cases 31 to 36, in- 
clusive) are summarized in Table 4. This is 
indeed an interesting group of patients. Most of 
them had had acute brucellosis in the past and 
later lesions of a localizing type developed. The 
causative organism was isolated on culture in 
5 of the 6 cases. In case 35 no attempt was made 
to culture the material from the intervertebral 
space; however, the diagnosis seemed certain on 
the basis of the agglutination titer, the destruc- 
tive lesion evident in the roentgenogram and 
the response to treatment. 

Case 31 is an example of an infection in the 
vertebral space associated with Brucella spon- 
dylitis. One patient (case 32) had a draining 
sinus in the thigh. Another (case 33) had a 
granuloma of the lung which was removed sur- 
gically and which, on culture, revealed Br. suis. 
One had suppurative adenitis in the inguinal 
glands. The patient in case 36 had a urinary 
tract infection; this was the only case of bacteri- 
ologic relapse and failure of treatment. 


TABLE 4 
AUREOMYCIN AND DiInyDROSTREPTOMYCIN FOR LOcCALIZING BRUCELLOSIS 
CULTURE AGGLUTI- 
CASE | OCCUPATION NATION RESULTS (MONTHs) 
Source Organism | prution | 
31 | Farmer's | Fluid from | Br. abortus 1:200 28 Gradual and progressive improvement. 28 
wife vertebral Excellent result. 
interspace 
32 Stockyard | Tissue from | Br. sais 1:200 28 Sinus closed under treatment. Later re- 26 
worker sinus in opened, but cultures negative for Bru- 
thigh cella. 
33. | Stock buyer} Tissue from | Br. suis 1:100 28 Granuloma of lung removed surgically 23 
lung and treated with combined therapy. Re- 
covery. 
34 | Farmer Inguinal Br. suis 1:200 28 Sinus closed in 1 week. Fever subsided. 17 
gland Recovery. 
35 | Farmer 1:800 22 Destructive lesion in vertebrae consistent 13 
with Brucella spondylitis. Responded 
well. No backache when last seen. 
Sedimentation rate fell from 85 to 15 
mm. per hour. 
36 | Janitor, Urine Br. suis 1:320 28 Aureomycin and _ dihydrostreptomycin 5 
packing for 28 days. RELAPSED. Terramycin 
house and dihydrostreptomycin for 28 days. 
Symptomatic response. Feels fine, but 1 
colony on culture (bacteriologic RE- 
LAPSE). 
June 1952 481 
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Case 36—This last-mentioned patient had a 
long-standing infection of the urinary tract 
owing to Br. with associated and rather 
definite impairment of renal function. As is the 
custom in the treatment of localizing brucel- 
losis, the treatment was continued for a total of 
28 days. This patient received two courses of 
combined therapy. The first course consisted of 
28 days of treatment with combined aureomycin 
and dihydrostreptomycin. The patient made a 
good symptomatic response; however, shortly 
after the completion of treatment, cultures of 
the urine still showed Br. sas. The patient then 
was given a 28 day course of terramycin com- 
bined with dihydrostreptomycin. The sympto- 
matic response was good. At present, several 
months after completion of treatment, the pa- 
tient continues to feel well; however, the cul- 
tures of urine reveal an occasional colony of 
Brucella. Therefore, the case must be considered 
a bacteriologic failure for this form ot treatment. 
Whether or not the severe impairment of renal 
function contributes to our inability to eradicate 
the infection cannot be stated. 


In all the cases of localizing brucellosis excep 
case 36, results can be considered as good or 
excellent. The 5 patients who had good results 
now have been followed for 13 to 28 months 
and there has been no recurrence of the lesions. 

In contrast to the acute form of the disease, 
the agglutination titers in most cases of lo- 
calizing brucellosis (Table 4) were low, usually 
1:200 or less. In one instance the titer was 1:00; 
however, it has been our experience that the 
agglutination titers in localizing brucellosis usu- 
ally are in the low range. On the other hand, 
Weed and his colleagues‘ recently have made 
the interesting observation that Brucella organ- 
isms often can be isolated from localizing lesions 
in individuals who have completely negative 
agglutination reactions. Therefore, a negative 
agglutination reaction should not cause one to 
eliminate the possibility of brucellosis in chronic 
granulomatous or suppurative lesions. This is 
in sharp contrast to the nature of acute or bac- 
teremic brucellosis, in which, with the excep- 
tion of the rare instance of blocking antibodies, 
a negative agglutination pretty well excludes 


TABLE 5 


AUREOMYCIN AND DiHyDROSTREPTOMYCIN FOR NONBACTEREMIC BRUCELLOSIS 


AGGLUTI- 

CASE OCCUPATION NATION CONDITION BEFORE TREATMENT AND RESULTS 

TREATED (MONTHS) 
DILUTION 

37 Packing- 1:1280 14 Chills, fever, very sick. Responded well. 18 

house worker 

38 Packing- 1:1280 14 No response to sulfonamides for 3 weeks. Chills, fever, 17 

house worker night sweats. Prompt response. 

39 Packing- 1:5120 12 Profuse night sweats. Very sick. Good response. Ag- 13 

house worker glutination dilution dropped to 1:80. 

40 Carpenter* 1:5120 12 Temperature 101°-102° F. Chills, sweats. Good response. 12 

41 Packing- 1:640 12 Very sick. Temperature 104° F. Arthralgia. Good re- 12 

house worker sponse. 

42 Stock buyer 1:2560 14 Treated for pneumonitis. Temperature 104°-105° F. No 10 
response to aureomycin. Excellent response to combined 
aureomycin and dihydrostreptomycin. 

43 Packing- 1:2560 12 Headache, severe backache and fever. Prompt clinical re- 10 

house worker sponse. Recovery. 

44 Meat-trimmer, 1:400 14 Good clinical response, but difficult to evaluate because of 7 

packing house associated functional complaints. 

45 Farmer 1:1600 14 Fever, chills and severe back pain tor 6 weeks. Tempera- 13 
ture 103° F, Excellent response and recovery. 


*Raw milk consumer. 
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TABLE 6 
‘TERRAMYCIN AND DiHYDROSTREPTOMYCIN FOR BRUCELLOsIS WHEN CuLTURES WERE PosITIVE 
CULTURE AGGLUTI- a 
AYS CONDITION BEF N -uP 
case. | occupation nation )NDITION BEFORE TREATMENT AND FOLLOW-U} 
Source Organism DILUTION TREATED RESULTS (MonTHs) 
46 | Packing- Blood Br. abortus 1:640 12 Very ill. Fever 103°-104° F. Lost 15 9 
house pounds in 1 week. Excellent response. 
worker Negative cultures. 
47 | Packing- Blood Br. abortus 1:5120 14 Too ill to be ambulatory. Hospitalized 6 
house for treatment. Excellent response. 
worker 
48 | Mechanic Blood Br. suis 1:2560 14 Pneumonitis which failed to respond to 12 
aureomycin. Brucellosis was diagnosed 
and responded to combined treatment. 
Four months later cervical adenopathy 
and fever—cither RELAPSE OR RE- 
INFECTION (blood culture positive). 
Very prompt response to terramycin and 
dihydrostreptomycin. No recurrence. 
Complete recovery. 
49 | Packing- Blood Br. suis 1:320 14 Arthralgia and sore throat for several 3 
house months before agglutination became 
worker positive. Blood cultures positive. Very 
dramatic response. 
50 | Carpenter, | Blood Br. suis 1:5120 12 Cervical adenopathy, arthralgia and 10 
packing fever for 2 months before diagnosis 
house made. Excellent response. 
51 | Housewife | Blood Brucella 1:1600+ 12 Quite ill. High fever. Excellent recovery. 16 
(species?) No recurrence. 
52 | Farmer Tissue from | Br. abortus 1:50 21 Initial clinical response excellent. Inade- 7 
prepatellar quate follow-up. 
bursa 
53 | Farmer Pus, tissue | Br. melitensis} 1:50 21 Chronic draining lesion ‘vith bone in- 15 
and bone , volvement. Sinus closed. Wound healed. 
from head Sedimentation rate fell from 118 to 24 
of humerus mm. per hour. 


the disease. Furthermore, it has been our experi- 
ence that the agglutination titer is a fairly ac- 
curate index of whether or not one will be suc- 
cessful in obtaining positive cultures. Given a 
patient with suspected acute brucellosis with an 
agglutination titer greater than 1 :800, the chances 
are fairly good that positive cultures can be ob- 
tained. If, on the other hand, the titer is less 
than 1:800, positive cultures are unusual. 
Nonbacteremic brucellosis—We have employ- 
ed the combination of aureomycin and dihydro- 
streptomycin in the treatment of g patients on 
whom our attempts to obtain positive blood 
cultures were unsuccessful (Table 5, cases 37 to 
45, inclusive). On the other hand, all g patients 
were acutely ill with fever and chills and had 
high agglutination titers for Brucella, and we 
are convinced that they are examples of clinical 
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brucellosis and warrant inclusion in this series. 
The response to treatment has been identical 
to that in cases in which blood cultures were 
positive. The follow-up period has been ap- 
proximately one year or longer in all g cases. 
The response to treatment and return of tem- 
perature to normal occurred within 48 to 72 
hours. There have been no relapses in this 
group. 

These g cases are not the same g cases of non- 
bacteremic brucellosis which were mentioned in 
our previous communication on this method of 
treatment. 


Terramycin with Dihydrostreptomycin 


Brucellosis: cultures positive—At the time of 
this writing we have used terramycin combined 
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with dihydrostreptomycin in the treatment of 8 
patients (cases 46 to 53, inclusive) who had 
culturally proved brucellosis. The tissues cul- 
tured, the organisms isolated and the results of 
treatment are shown in Table 6. Six patients 
had bacteremic forms of the disease. In 2 of the 
6 cases the disease was due to Br. abortus; in 3 
the organism isolated was Br. suis, and in the 
remaining case the species of Brucella isolated 
from the blood was not identified. The response 
to treatment in all 6 cases was excellent and was 
identical with that previously reported follow- 
ing treatment with a combination of aureomy- 
cin and dihydrostreptomycin. Case 48 is an 
example of one of the few relapses which occur- 
red after treatment with aureomycin and di- 
hydrostreptomycin. When a combination of 
terramycin and dihydrostreptomycin was given, 
prompt recovery occurred and has been main- 
tained for 12 months. Whether or not this is 
a true relapse or an example of reinfection, 
which is rare in our experience, cannot be stated 
with certainty at this time. These patients sim- 
ply received terramycin instead of aureomycin. 
They have been followed by means of physical 
examination and bacteriologic culture for 3 to 
16 months and there have been no symptomatic 
or bacteriologic relapses. 

In 2 of the 8 cases of brucellosis in which cul- 


tures were positive and terramycin and dihydro- 
streptomycin were used, the infection was of the 
localizing type. In 1 (case 52) the condition was 
owing to Br. abortus and in the other (case 53) 
to Br. melitensis. The clinical response in both 
cases was good and there has been no sympto- 
matic or bacteriologic relapse. 

Nonbacteremic brucellosis—We have had oc- 
casion to use the combination of terramycin and 
dihydrostreptomycin sulfate in the treatment of 
7 patients with the nonbacteremic form of 
brucellosis. All 7 patients were acutely ill, all 
had unmistakable clinical evidence of brucel- 
losis and all except 1 had high agglutination 
titers. These cases are summarized in Table 7 
(cases 54 to 60, inclusive). The follow-up period 
varies from three to nine months, except in case 
60, in which it is only one month. There have 
been no bacteriologic or symptomatic relapses 
in this group of cases. 


Plan of Treatment 


The plan of treatment advocated consists of 
the daily administration of 3 gm. of either 
aureomycin hydrochloride or terramycin hydro- 
chloride by the oral route. During the same 
period the patient receives 1 gm. of dihydro- 
streptomycin sulfate by the intramuscular route 


TABLE 7 
TERRAMYCIN AND DiltyDROSTREPTOMYCIN FOR NONBACTEREMIC BRUCELLOSIS 
DAYS FOLLOW-UP 
CASE OCCUPATION NATION wa CONDITION BEFORE TREATMENT AND RESULTS ances j 
TREATED (MONTHS) 
DILUTION 

54 Store-room 1:2560 12 Very sick. Fever 103° F. Sweats and chills; arthralgia. 9 
clerk, In hospital. Prompt response. 
packing house 

55 Packing- 1:1280 12 Fever 101° F. Good response. Off work only 8 days. 8 
house worker 

56 Janitor, 1:1280 $3 Very sick. Chills, fever, arthralgia, lost weight. Excellent 6 
packing house response. 

57 Packing- 1:2560+ 14 Fever following injury to shoulder. Good response. $ 
house worker 

58 Packing- 1:1280 14 Fever 102° F. Severe arthralgia. Excellent response. 3 
house worker 

59 Packing- 1:2560 12 Puncture wound of finger. Low grade fever, backache, 3 
house worker chills and sweats. Excellent response. 

60 Machinist, 1:320 14 Arthralgia, sweats, fever 102°-103° F. Responded in 48 I 
packing- hours. 
house worker 
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each morning and evening. In the acute, bac- 
teremic form of brucellosis and in the acute 
form of the disease without positive cultures this 
treatment is continued 12 to 14 days. Patients 
who are acutely or seriously ill should be hos- 
pitalized for treatment. However, the method 
can be used satisfactorily for ambulatory pa- 
tients. The patient simply takes the terramycin 
hydrochloride or aureomycin hydrochloride 
orally and reports te the office or dispensary 
morning and evening for the intramuscular in- 
jection of dihydrostreptomycin sulfate. 

In the presence of localizing forms of the dis- 
ease (Table 4 and last 2 cases in Table 6) the 
plan just presented is modified as follows: 
The same dose of terramycin or aureomycin is 
administered orally for three to four weeks 
(usually 28 days). The daily dose of dihydro- 
streptomycin is reduced to 1 gm. per day and is 
given by the intramuscular route in the amount 
of 0.5 gm. each morning and evening. 

The use of 2 gm. of dihydrostreptomycin in 
divided doses for 12 to 14 days in cases of acute 
brucellosis and 1 gm. per day in divided doses 
for four weeks in those cases in which a local- 
izing lesion is present has produced no evidence 
of neurotoxicity involving the eighth nerve. It is 
not likely that serious neurotoxic effects will be 
experienced from the use of the amounts of 
dihydrostreptomycin employed herein, provided, 
of course, the renal function is not impaired. 
When renal function is impaired, caution should 
be exercised and the dose adjusted according to 
conditions. The dihydrostreptomycin used in 
our cases has been in the form of dihydrostrepto- 
mycin sulfate. 

It should be repeated that this method of 
treatment involves the simultaneous use of the 
two antibiotics and not a course of terramycin 
or aureomycin followed by a course of dihydro- 
streptomycin. The real hazard in the use of one 
antibiotic at a time lies in the fact that the or- 
ganism may become resistant to one antibiotic 
and may not respond promptly when the second 
is given. Furthermore, such a regimen may re- 
sult in the loss of much valuable time and of the 
effectiveness of the combined therapy. 

On occasion patients may have difficulty tak- 
ing terramycin or aureomycin by the oral route 
because of nausea and vomiting. This difficulty 
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has been almost completely controlled by having 
the patient swallow the capsules of terramycin 
or aureomycin with cold, pasteurized milk.* 
Milk aids in the control of nausea but does not 
interfere with the absorption of either anti- 
biotic. If, for any reason, a patient cannot take 
or does not tolerate milk, the antibiotic may be 
administered with soda, according to the plan 
recommended by Parsons and Wellman.’ This 
plan consists of giving a 5 gr. tablet (0.3 gm.) 
of sodium bicarbonate for each capsule of terra- 
mycin or aureomycin. 


Summary and Conclusions 


We have had occasion to study the clini- 
cal effectiveness of various combinations of 
chemotherapeutic and antibiotic agents in the 
treatment of brucellosis. Our experience leads 
us to the conclusion that there are two com- 
binations of antibiotics which are, to date, the 
most effective in the treatment of this disease. 
One combination consists of the simultaneous 
administration of aureomycin and dihydrostrep- 
tomycin; the other consists of the simultaneous 
use of terramycin and dihydrostreptomycin. 
These two combinations of antibiotics appear to 
be equally effective. We have the impression, 
although not statistically proved, that patients 
tolerate terramycin somewhat better than aureo- 
mycin. 

To date 43 patients with culturally proved 
brucellosis have been observed and treated with 
one of the two combinations of antibiotics just 
mentioned. Thirty-six of these patients had the 
bacteremic form of the disease. The bacteremia 
of 34 of these 36 was owing to Br. abortus, Br. 
melitensis or Br. suis. The species causing the 
bacteremia of the other 2 was not definitely as- 
certained. Seven had culturally proved brucel- 
losis with localizing lesions. In addition, 17 
patients who were acutely ill and had unmis- 
takable evidence of brucellosis, although blood 
cultures were not positive, have been treated. 

In these 60 cases there have been two bac- 
teriologic relapses and one symptomatic relapse. 
Retreatment was necessary in 2 cases. This rep- 
resents a clinical-bacteriologic relapse rate of 5 
per cent, in other words a recovery rate of 95 
per cent. The follow-up period in this group of 
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cases usually extends over a period of from the conclusion that the combination of either 


three months to more than two years. lerramycin or aureomycin with dihydrostrepto- 
The combined use of terramycin or aureo- — mycin is far superior to any other currently 
mycin and dihydrostreptomycin has not been available method. Furthermore, the undesirable 
presented as a specific treatment of brucellosis. — toxic reactions at times found during the use of 
On the other hand, the results to date justify other methods have not been encountered. 
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OSLER: A GREAT EDUCATOR 


THOUGH SIR WILLIAM OSLER (1849-1919) is remembered for a multitude 
of brilliant achievements, it is perhaps his superior accomplishments 
in medical education which should head the list of his attainments. 
Not only did Osler establish modern clinical instruction in this coun- 


: 7 try but also, through his noted textbook, “Principles and Practice of 

Medicine,” he presented an entirely new approach to the study of 

i medicine. Nine editions of the text were published during his life- 

% time and additional editions continue to appear under the super- 
~ vision of other editors. 


Osler, who was born at Bond Head, Ontario, Canada, completed his medical education at 
McGill University where he later had the chair of clinical medicine. He went to a similar position 
mn in 1885 at the University of Pennsylvania and in 1889 became the first Professor of Medicine at the 
new Johns Hopkins Medical School in Baltimore. Here, as one of the great quartet of medical 
educators—with Welch, Kelly and Halsted—he became known for his many innovations in teach- 
ing and for the affectionate esteem accorded him by his students and colleagues. In 1904 Osler be- 
came Regius Professor at Oxford and held this post until his death, gaining further renown and 
stature in his profession. 


ag In addition to his contributions in writing and teaching, Osler also is known for his research 
in such fields as cancer, cardiology, neurology and hematology. 


Osler has been described* as having “successfully taught the value of work for work’s sake and 
the beauty of labor. His personality, like his writings, had an elusive charm that left an indelible 
impression on all who had the good fortune to know him. His cordiality and goodwill, his distine- 
= EY tion of manner and profundity of historical and literary culture recall his own description of Boer- 
. oe haave: ‘A warm-hearted, generous, sympathetic man, a great teacher and indefatigable worker.’ ” 


*Castiglione: History of Medicine."’ 


The cover painting is by Edmund Kopietz. 
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PNEUMOPERITONEUM IN THE TREATMENT 
OF PULMONARY TUBERCULOSIS 


JOHN A. ANDOSCA* 


Harvard Medical School and Long Island Hospital, Boston 


1931 Banyai' has 
studied and exten- 
sively written on the 
beneficial effects obtain- 
ed from pneumoperi- 
toneum in the treatment 
of pulmonary tubercu- 
losis. During the past 
decade pneumoperitone- at 
um has been gaining in- 
creasing recognition and J. A. ANDOSCA 
acceptance. Today this 

form of collapse has become so popular that in 
many parts of the country it has practically sup- 
planted pneumothorax. 

As a form of pulmonary collapse, pneumo- 
peritoneum promotes healing of the lung by 
reducing its volume. Collapse therapy is gener- 
ally thought to be effective by encouraging elas- 
tic relaxation of the lung and thus affording 
rest to the affected part and possibly by induc- 
ing anoxemia and lymphostasis. 

The introduction of air into the peritoneal 
cavity reduces the vertical diameter of the lung, 
thereby lessening the pulmonary volume. Con- 
trary to general opinion, the diaphragm during 

*INSTRUCTOR IN MEDICINE, HARVARD MEDICAL 


SCHOOL; MEDICAL DIRECTOR, LONG ISLAND HOS- 
PITAL, BOSTON, MASSACHUSETTS, 


June 1952 


Pneumoperitoneum is a valuable and safe 
adjunct to other forms of collapse and resec- 
tion therapy in pulmonary tuberculosis. It 1s 
a reversible procedure and places compara- 
tively little strain on the heart and vital 
capacity. In most cases, it has been employed 
as an initial and independent procedure or in 
preparation for definitive surgical therapy. 
Illustrative cases are presented. 


pheumoperitoneum treatment is not elevated 
by intra-abdominal pressure alone but also by 
neutralizing the subdiaphragmatic negative 
pressure and thus permitting free play for the 
upward pull of the intrapleural pressure. 

The procedure of initiating pneumoperito- 
neum, its indications and contraindications have 
been widely discussed in the literature.2° In 
most instances pneumoperitoneum has_ been 
used as an initial and independent procedure 
and in selected cases has been of great value 
either in arresting disease or in preparing the 
patient for surgery. 

Personal experience with individual patients 
in whom arrest of tuberculosis was achieved pri- 
marily by the use of pneumoperitoneum alone 
has been most convincing and encouraging. 

The purpose of this paper is to show the value 
and importance of employing pneumoperito- 
neum as an adjunct to other forms of pulmonary 
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collapse and resection. In some cases pneumo 
peritoneum has been a lifesaving procedure in 
controlling hemoptysis and spread of disease 
following extensive lung surgery. 

Pneumoperitoneum has been received with 
great favor partly because of its complete rever- 
sibility and the small loss of pulmonary func- 
tion incident to its administration. Wright® and 
his co-workers have shown that the maximum 
breathing capacity is only slightly reduced by 
the induction of pneumoperitoneum. 

One of the more important advantages of 
pneumoperitoneum as a safe adjunct to other 


forms of collapse and resection therapy is that 
it puts comparatively little strain on the heart 
and circulation. Benatt and Berg’ could not 
find any consistent lowering of vital capacity in 
their series of pneumoperitoneum cases. Exten- 
sive bronchospirometric studies performed by 
Gaensler® on large series of pneumoperitoneum 
patients showed that the vital capacity is only 
slightly reduced by the induction of pneumo- 
peritoneum. Because of these factors, pneu- 
moperitoneum has been found to be a safe and 
effective adjunct to other forms of pulmonary 
collapse and resection. 


Case Reports 


Case 1—A 19 year old white student nurse was 
admitted with a three week history of cough, 
weakness and pain in the right side of the 
chest. Roentgenograms revealed coarse infiltra- 
tion and a 2 cm. cavity in the right midlung 
field. The sputum was positive for tubercle 
bacilli. 

A right phrenic crush was performed two 
weeks after admission. Despite a fairly good 
rise of the right diaphragm the cavity remained 
patent and the sputum positive. Two weeks fol- 
lowing the phrenic operation pneumoperito- 
neum was instituted. 

In seven weeks roentgenograms and fluoro- 
scopic examinations showed closure of the cav- 
ity. The sputum became negative on gastric 
smear and culture. The patient was discharged 
and receives pneumoperitoneum refills every 
two weeks. (Figure 1.) 


Case 2—A 23 year old white school teacher 
was admitted with a two month history of 
cough, expectoration, fatigue, night sweats and 
loss of 20 pounds in weight. Roentgenograms 
revealed coarse infiltration and cavitation in the 
right upper lung field. The sputum was posi- 
tive for tubercle bacilli. 


FicuRE 1 (Case 1). Pneumoperitoneum with mark- 
ed elevation of the right diaphragm due to previous 
phrenic operation. 


FIGURE 2 (Case 2). Right-sided pneumothorax and 
pneumoperitoneum. 
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FIGURE 3 (Case 3). 
Right-sided extra 
pleural pneumo 
thorax and pneu- 
moperitoneum, 


FIGURE 4 (Case 4). 
Right-sided  thora- 
coplasty and pneu 
moperitoneum, 
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A right pneumothorax was instituted and 
seven weeks later a right intrapleural pneu- 
monolysis was performed. These procedures 
succeeded in closing the cavity and converting 
the sputum. 

After a hospital stay of nine months the 
patient was discharged. She received right-sided 
pneumothorax refills once every two weeks. 

Three months after discharge the patient was 
readmitted with a positive sputum. Roentgeno- 
grams at this time revealed a right-sided pneu- 
mothorax with about 4o per cent collapse and 
coarse infiltration at the left base. Pneumo- 
peritoneum was instituted with excellent re- 
sults. A good diaphragmatic elevation was 
obtained resulting in compression of the dis- 
eased area and sputum conversion on gastric 
culture. At present the patient receives right 
pneumothorax refills every four weeks and 
pneumoperitoneum refills every two weeks. 
(Figure 2.) 


Case 3—A 29 year old white man was admit- 
ted with a three month history of cough, ex- 
pectoration, loss of appetite and 15 pounds in 
weight, fatigue and occasional streakings. Roent- 
genograms revealed rather coarse infiltration 
involving the upper one-third of the right lung. 
The sputum was positive for tubercle bacilli. 

A right-sided extrapleural pneumothorax was 
performed. In addition the patient was given 1 
gm. of streptomycin and g gm. of para-amino- 
salicylic acid for 42 days. Despite what appeared 
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to be a good extrapleural collapse the sputum 
remained positive. Bronchoscopic examination 
was negative. 

Pneumoperitoneum therapy was_ instituted 
and within two months the sputum became 
negative on gastric smears and cultures. This 
patient at present receives extrapleural and 
peritoneal refills every two weeks. (Figure 3.) 
In the near future the extrapleural space will 
be obliterated by means of a modified thoraco- 


plasty. 


Case 4—A 29 year old white housewife was 
admitted with a two month history of cough, 
expectoration, loss of appetite and 12 pounds in 
weight, fatigue and night sweats. Roentgeno- 
grams revealed coarse fibrotic-type infiltration 
and cavitation in the right apical region. The 
sputum was positive for tubercle bacilli. 

A right-sided thoracoplasty was performed. 
The patient was given 1 gm. of streptomycin 
and g gm. of para-aminosalicylic acid daily for 
42 days. 

Two months following thoracoplasty roent- 
genograms revealed spread of disease to the left 
base and a persistently positive sputum. 

Pneumoperitoneum therapy was_ instituted. 
After seven weeks the infiltration at the left 
base was definitely compressed and the sputum 
became negative on gastric cultures. 

The patient was discharged and is at present 
receiving pneumoperitoneum refills every 10 


days. (Figure 4.) 
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Case 5—A 32 year old white man was ad- 
mitted with a four month history of cough, ex- 
pectoration, weakness and loss of appetite and 21 
pounds in weight. Roentgenograms revealed 
coarse fibrotic infiltration with a 3 cm. cavity 
involving the right upper lung field. The 
sputum was positive for tubercle bacilli. 


A two stage right-sided thoracoplasty was 


performed. The patient received 1 gm. of 
streptomycin and g gm. of paraminosalicylic 
acid daily for 42 days. Despite marked clinical 
improvement, the sputum remained positive. 
Bronchoscopy revealed moderate disease of the 
right upper lobe bronchus. A right upper and 
middle lobectomy was performed. Two weeks 
later roentgenograms revealed spread of dis- 
ease in the left midlung field. 
Pneumoperitoneum was instituted and sufh- 
cient elevation of the diaphragm was obtained 
to compress the infiltrative process in the left 
lung. The sputum became negative on gastric 
cultures. The patient was discharged and re- 
ceives pneumoperitoneum refills every 10 days. 


(Figure 5.) 


Case 6—A 19 year old white man was ad- 
mitted with a two month history of cough, ex- 
pectoration and loss of appetite and 16 pounds 
in weight. Roentgenograms revealed coarse in- 
filtration involving most of the right lung with 
a 4 cm. cavity in the right upper lobe. The 
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FIGURE 5 (Case 5). 
Right-sided lobec- 
tomy and_ thoraco- 
plasty with pneu- 
moperitoneum. 


FIGURE 6 (Case 6). 
Rightsided pneu- 
monectomy and 
thoracoplasty with 
pneumoperitoneum. 


sputum was positive for tubercle bacilli. 

The patient was given 1 gm. of streptomycin 
and g gm. of para-aminosalicylic acid daily for 
42 days. A right-sided pneumonectomy was per- 
formed. Three days later the patient had sev- 
eral hemoptyses ranging from 2 oz. to 6 oz. 
Roentgenograms revealed infiltration in the left 
midlung field. Pneumoperitoneum was _insti- 
tuted and sufficient elevation was obtained to 
stop the hemoptyses and compress the infiltra- 
tive process in the left lung. Two weeks later 
the patient had a right-sided modified thoraco- 
plasty. 

The sputum became negative on gastric cul- 
tures and after nine months’ hospitalization the 
patient was discharged. At present he is per- 
forming light work daily and receives pneumo- 
peritoneum refills every 10 days. (Figure 6.) 
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THE DIAGNOSTIC SIGNIFICANCE 
OF A “LUMP IN THE NECK” 


HAYES MARTIN* AND CLAUDE ROMIEU** 


Memorial Hospital, New York 


previous communi- 
cations'” the fre- 
quency with which 
cervical metastasis oc- 
curs as the first symp- 
tom in cancer of the 
mouth or pharynx (oc- 
casionally in other pri- 
mary sites) has been 
discussed, and the con- 
sequent confusion in 
diagnosis and the delay 
in beginning the proper treatment—which must 
inevitably await discovery of the primary lesion 
—have been emphasized. In this report we pre- 
sent additional pertinent data relative to the in- 
cidence of such precocious cervical metastasis 
and the influence of this phenomenon on the 
clinical course and the management of the 
individual case. 

For the present study a review was made of 
the case records of about 1300 consecutive pa- 
tients with cancer of the nasopharynx, base of 
tongue, tonsil, extrinsic larynx and_ thyroid 
gland who applied to the Memorial Hospital 
during the three year period from 1947 to 1949, 
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*ATTENDING SURGEON, MEMORIAL HOSPITAL, 
NEW YORK, NEW YORK. 

**MONTPELIER, FRANCE; FORMERLY ASSISTANT 
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FROM THE HEAD AND NECK SERVICE, MEMORIAL 
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June 1952 


The medical profession must be reminded 
emphatically of the frequency with which 
cervical metastasis may appear as the first 
and only symptom in cancer of the mouth, 
pharynx and larynx, less often elsewhere in 
the body. There can be no possibility of cure 
until the primary lesion is found. The im- 
mediate removal of a lymph node for diag- 
nosis is never in the best interests of the 
patient. 


inclusive. The anatomic sites of head and neck 
cancer already listed were chosen because they 
frequently are associated with precocious cervi- 
cal metastasis (Table 1). Among these 1300 cases 
there were 163 patients who stated that a “lump 
in the neck” was the first symptom. In only 16 
(10 per cent) had the primary lesion been estab- 
lished (biopsy) prior to admission to Memorial 
Hospital. 

Definition—As_ employed here, the term 
“lump in the neck” has been selected advisedly 
as being adequately descriptive of the symptom 
complex to be discussed. Although the term 
may at first seem vague and unscientific, never- 
theless it is invariably the phraseology of the 
patient’s complaint, and the physician himself 
can hardly be more specific until he has estab- 
lished the actual nature of the “lump.” 


Problems in Differential Diagnosis 
of Cervical Tumors 


There is a natural tendency on the part of 
both the laity and the medical profession to 
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consider that a disease originates at the anatomic 
site where the symptoms first appear. From the 
practical standpoint this is usually sound rea- 
soning since it holds true for most diseases—for 
example, the pain in the jaw of toothache; the 
pain and tenderness in the right lower quad- 
rant in acute appendicitis; the hoarseness of 
acute laryngitis; the coincident trauma, de- 
formity and disability of an extremity incident 
to fracture. Furthermore, both the layman and 
the physician rationally conclude that when the 
discomfort and disability are generalized a dis- 
ease is systemic. 

While the foregoing holds true for most dis- 
eases, nevertheless clinical diagnoses based on 
this general principle may go far astray in those 
cases of cancer where the primary lesion re- 
mains silent (asymptomatic) and in which the 
clinical manifestations for months, or possibly 
years, may be from metastasis alone. Such a re- 
versal in the chronology of symptoms occurs 
with considerable frequency in certain forms 
of cancer of the mouth and pharynx (Table 1). 
Unless the nature of this phenomenon is clearly 
understood, the diagnosis of cancer may be 
missed—or at least delayed—until the growth 
has become widely disseminated and incurable. 
A complete and accurate diagnosis in any case 
must include the discovery of the primary site 
of the growth. Since at the present time the 
treatment of cancer (whether by surgery or 
radiation therapy) is strictly local in its effect, 
cure obviously is impossible until the primary 
lesion itself is located and treated. 

Asymmetric enlargement of one or more 
cervical lymph nodes in the adult is almost 
always cancerous and usually is due to metas- 
tasis from a primary lesion in the mouth or 
pharynx. The foregoing statement may appear 
dogmatic, but as a basic principle for the physi- 
cian’s clinical attitude toward cervical tumors 
it will prove to be both sound and dependable, 
and will result in the early discovery of many 
cryptic primary growths. 

The reference to enlargement of cervical 
lymph nodes implies that the examiner be- 
lieves that the swelling is of lymph node origin 
rather than a cyst, a connective tissue tumor, 
lipoma, etc. Errors are not likely to be made 
when the palpable mass is situated in areas 
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TABLE 1 


INCIDENCE OF Precocious CERVICAL METASTASIS 
IN HEAD AND NEcK CANCER 


PERCENTAGE OF CASES WITH 
A CERVICAL MASS AS THE 
INITIAL SYMPTOM 


ANATOMIC SITE OF 
PRIMARY LESION 


Nasopharynx 47 
Tonsil 28 
Base of tongue 23 
Thyroid gland* 23 
Extrinsic larynx 17 


While the primary lesion remains silent, precocious cervi- 
cal metastasis occurs as the first symptom in almost one-hali 
of all the cases of nasopharyngeal cancer and in a hich 
percentage in other anatomic varieties of head and neck 
cancer. 

*In this group (23 per cent), the cervical mass was specifically not 


in the thyroid gland per se but rather in the lateral aspect of the 
neck. 


TABLE 2 


OrpveR oF FREQUENCY OF Most CoMMON BENIGN 
Causes oF CERVICAL TUMoRs IN ADULTS 


Thyroglossal cyst 

Branchiogenic cyst 

Lipoma 

Schwannoma 

Tuberculosis of cervical lymph nodes 
Inflammatory hyperplasia of lymph nodes 
Sebaceous cyst 


where lymph nodes are known to be present, 
as for instance along the course of the internal 
jugular veins, or the lower edge of the mandible 
at the crossing of the external maxillary vessels, 
or in other definitive sites of the neck. The term 
asymmetric implies that a comparison has been 
made with reference to the size of a given 
lymph node and its counterpart on the other 
side of the neck. Asymmetric cervical lymph 
node enlargement suggests a localized process 
rather than a generalized disorder. 

The specific reference to adults is based upon 
the well known fact that cancer occurs with 
greater frequency in adults than in children 
and that enlargement of lymph nodes in chil- 
dren is commonly of inflammatory rather than 
of neoplastic origin. 

The phrase, usually due to metastasis from a 
primary lesion in the mouth or pharynx, is 
wholly true if the examiner is sufficiently alert 
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Case 1—C. H., male, aged 60, complaining of a “lump in the neck” in the right submaxillary 
region, applied to the surgical outpatient department of a large metropolitan hospital. An intern 
excised the lump (Figure 1A) and a few days later a report of squamous carcinoma was returned. 
The patient was referred, with the diagnosis of “squamous carcinoma of the neck,” to a cancer 
hospital, where an examination of the mouth resulted in the immediate discovery of a primary 
lesion of cancer of the inner surface of the lower lip (Figure 1B). No examination for a primary 
lesion had been made before excision of the cervical node in the outpatient clinic of the referring 


hospital. 


Comment—The patient had made no complaint nor mention of the ulcer of the lip, and 
the intern had not examined the mouth to discover the cause of the “lump in the neck.” 


and experienced to exclude from consideration 
such benign and readily recognizable tumors as 
lipoma, branchiogenic cyst, etc., which are not 
highly suggestive of metastatic cancer. 

Many patients complaining only of the pres- 
ence of a cervical tumor are referred to cancer 
clinics for a more specific diagnosis, a circum- 
stance indicating that physicians often are aware 
of the possibilities of cancer in such cases. In a 
number of patients the cervical tumors are 
found to be benign. The order of frequency of 
the most common benign causes of cervical 
tumors in adults referred to Memorial Hospital 
for diagnosis is shown in Table 2. 


Common Errors in Diagnosis and 
Management of Cervical Tumors 


The crux of the problem as presented in 
this report is the frequent failure to recognize 
the probable cancerous nature of cervical tumors 
in the adult and, furthermore, the failure to 
realize that practically all malignant cervical 
tumors are metastatic rather than primary in 
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the neck. Unless he understands the basic nature 
of this clinical phenomenon, the first physician 
consulted by a patient with a cervical tumor 
will not examine the mouth and pharynx for a 
“silent” primary lesion. In other cases, although 
the possibility of an oral or pharyngeal growth 
is appreciated, too much dependence is placed 
on a single—even cursory—examination. As a 
result, precious time is lost and the primary 
growth may advance to an incurable stage 
before it is discovered. 

Benign inflammatory hyperplasia is one of 
the least likely causes of asymmetric cervical 
lymph node enlargement in the adult. The most 
common erroneous diagnosis in cases of meta- 
static cervical cancer is to misinterpret the cervi- 
cal mass as lymph node enlargement due to 
subacute or chronic infection. Consequently a 
succession of errors in procedure may follow: 
Teeth may be extracted in or adjacent to a 
plainly evident primary lesion of cancer in the 
gum; tonsillectomy may be performed on the 
diagnosis of lymph node enlargement due to 
chronic tonsillitis in the presence of an obvious 


493 


§ 


1A 1B 
| 
a 
4 


Case 2—A. E., male, aged 65, had 
been under the care of his family phy- 
sician for several months for the treat. 
ment of asthma when he suddenly 
developed an attack of acute abdominal 
pain and was referred to a surgeon for 
diagnosis. After a physical examina- 
tion the surgeon decided that the ab 
dominal complaint was of no. signifi 
cance, but he discovered a tumor in 
the left side of the neck which the 
patient stated had been present for 
several months while he was under the observation of the internist. The surgeon immediately 
rushed the patient to the hospital and excised the cervical tumor, which proved on_ histologic 
examination to be squamous carcinoma. After writing the internist a reproachful letter for 
having missed the more important diagnosis, he referred the patient elsewhere with the diagnosis 


of “squamous carcinoma of the neck” (sic). 


On admission, the search for a primary lesion was begun by asking the patient to open his 
mouth, whereupon a bulky tumor of the left base of the tongue came immediately into view 


(Figure 2). 


Comment—The surgeon chided his medical colleague for undue alarm over the abdominal 
complaint and for disregarding a perfectly obvious cervical tumor. Nevertheless the surgeon 
himself was guilty of a far more serious error—that of excising a cervical tumor for diagnostic 
purposes without any attempt to find what proved to be an equally obvious primary lesion. 


cancer of the tonsil. In certain instances the 
surgeon or the dentist may have suspected can- 
cer, but nevertheless has proceeded on the for- 
lorn and unrealistic hope that somehow he 
could establish a diagnosis of a benign rather 
than a malignant disease. 

Formerly, metastatic cervical cancer often 
was misdiagnosed as syphilis on the basis of the 
teachings of 50 years ago, despite the fact that 
syphilographers make little mention of signifi- 
cant lymph node enlargement as characteristic 
of lues. Many tragic errors have occurred in 
patients with coexistent cancer and a _ positive 
serologic test for syphilis. In these cases the 
physician has been misled and has continued 
antiluetic therapy while the cancer steadily 
progressed to a hopeless stage. 

The injudictous removal of a lymph node for 
diagnosis—The patient with cervical metastatic 
cancer may fall victim to the erroneous practice 
of immediate removal of an enlarged lymph 
node for diagnostic purposes—a procedure which 
invariably lessens the chance for a cure. In the 
minds of many clinicians the removal of a 
cervical lymph node for diagnosis is a safe pro- 
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cedure with no more contraindications than 
laboratory examinations of the blood, spinal 
fluid, urine, feces, sternal marrow, etc., as the 
means of establishing the presence or the ab- 
sence of a great variety of systemic disorders. 
In noncancerous diseases the procedures neces- 
sary to secure specimens for these various tests, 
including excision of a lymph node, are in them- 
selves harmless and do not affect in any way 
the progress of the disease nor do they inter- 
fere with subsequent treatment. Should the dis- 
ease be cancer, however, removal of a lymph 
node often is a serious and frequently an ulti- 
mately fatal handicap to overcome. Perhaps only 
the surgeon who treats cancer and follows his 
cases in sufficient numbers to determine end 
results will fully appreciate the serious conse- 
quences to the patient of the injudicious re- 
moval of a lymph node for diagnosis. 

In Table 3 are listed the cases of 163 patients 
with cancer in various sites of the head and 
neck in which the first symptom was the ap- 
pearance of a cervical tumor (metastasis). The 
arbitrary—and, it must be concluded, thought- 
less—removal of a lymph node for diagnosis 


POSTGRADUATE MEDICINE 


4 
As 
| 
Ae 
| 
é 
> 
|__| 


had been carried out before referral in 61 (37 
per cent) of these cases. That there was no real 
necessity for such a harmful diagnostic pro- 
cedure is proved by the fact that in 40 of these 
cases (65 per cent), the perfectly obvious pri- 
mary lesion was discovered at the time of the 
first visit to the Head and Neck Clinic at 
Memorial Hospital. In all cases the primary site 
eventually was established. 

The ultimate effects of such removal of a 
node for diagnosis are that the surgical scar- 
ring prevents and/or precludes the performance 
of an adequately clean surgical dissection of 
these lymph node-bearing areas and otherwise 
interferes with and/or prevents effective treat- 
ment. Another serious consequence of the in- 
judicious removal of a cancerous lymph node 
is that the patient logically feels that adequate 
treatment has been given, for since he is relieved 
of his “lump” he believes he is cured and fre- 
quently fails to keep future follow-up appoint- 
ments until the primary lesion has become far 
advanced or until further regional or distant 
metastases occur. 

In Table 4 it is seen that there was a lag of 
from two to five months before patients with 
precocious cervical metastasis first sought medi- 
cal advice. For such delay the medical profes- 
sion is clearly not responsible, and any improve- 
ment in this phase of the problem must depend 
on the education of the public by such national 


organizations as the American Cancer Society 
and its subdivisions. 

The median period of delay between the ap- 
pearance of the first symptom and the eventual 
discovery of the primary lesion itself is shown 
in the third column of Table 4. The actual 
significance of this unfortunate lag is particu- 
larly obvious in cases of cancer of the naso- 
pharynx (nine months) and of the base of the 
tongue (12 months). Ironically, one cannot help 
being impressed by the relatively good fortune 
of those patients in whom the primary lesion 
produces early symptoms in contrast to the 
plight of those in whom the primary growth 
remains cryptic. 

Delay in diagnosis as the result of the in- 
judicious removal of a lymph node for diag- 
nosis—The injudicious removal of a node de- 
lays rather than promotes the establishment of 
an early diagnosis. The explanation of this para- 
dox is that the complete diagnosis is not greatly 
advanced by proving that the cervical tumor is 
cancer. That probability could and should have 
been accepted on the clinical basis without ex- 
cision of the node. Furthermore, it should have 
been realized that neither full diagnosis nor 
proper treatment is possible before the primary 
lesion itself has been located. In the average 
case, therefore, to prove that a cervical tumor is 
cancerous is more of academic interest than of 
practical value. In other words, the sine qua non 


TABLE 3 


Remova or Neck Nope ror DiaGNosts WirnHout Discovery oF Primary LESION IN THE Mourn, PHARYNX or LaRYNX* 


(163 Cases, 1947-1949) 


ASYMPTOMATIC PRIMARY SITE 


Base of tongue 


Thyroid 


TOTALS 


METASTATIC NODE REMOVED** 
TOTAL NUMBER FOR DIAGNOSIS BEFORE 
on-Chnae DISCOVERY OF PRIMARY LESION 

Number | Per cent 

37 15 40 

30 7 23 

26 .6 23 

41 20 48 

29 13 44 

163 61 37 


*Cervical mass only symptom; primary lesion asymptomatic. 


**In all these cases the node had been removed for diagnosis before referral to Memorial Hospital. 
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TABLE 4 


Devay Diacnosis COMPLAINING First oF CervicaL Tumor (METAsTAsIs) 


(163 Cases, 1947-1949) 


MEDIAN DELAY BEFORE 
EVENTUALLY 
FIRST MEDICAL 
DISCOVERED 
CONSULTATION 
PRIMARY SITE 
(MONTHS) 
Nasopharynx 5 
Tonsil 4 
Base of tongue 2% 
Thyroid 4 
Extrinsic larynx 2 


MEDIAN DELAY BETWEEN 
MEDIAN DELAY 
REMOVAL OF NECK Nob} 
BEFORE DISCOVERY 
AND DISCOVERY OF 
OF PRIMARY LESION 
PRIMARY LESION 
(MONTHS) (MONTHS) 
9 5 
5 6 
12 6 
4 1% 
4 I 


*In all these cases the node had been removed for diagnosis before referral to Memorial Hospital. 


of the proposition is to find the primary lesion. 
Having found it and established its cancerous 
nature, the surgeon may logically accept any 
cervical lymph node enlargement as metastatic. 

The median period of delay between the re- 
moval of a cervical node for diagnosis and dis- 
covery of the primary lesion is given in the 
last column of Table 4. In all these cases the 
cervical node had been removed before referral 
to Memorial Hospital. It is plain from these 
figures that any surgeon who contemplates the 
removal of a node for diagnosis might well hesi- 
tate if he realized that even though the node 
were positive his procedure will not be followed 
by a complete and correct diagnosis for a period 
of almost half a year in patients with cancer 
of the nasopharynx, tonsil or base of tongue. 
No better proof should be necessary to discour- 
age surgeons from resorting to such a procedure 
without a most exhaustive search for the pri- 
mary growth. 

When a surgeon proposes to excise an en- 
larged lymph node for diagnosis, he might well 
pause and ask himself: “What would I do if 
the histologic report were to be cancer?” He 
may then prudently decide first to make fur- 
ther clinical examinations and tests (aspiration 
biopsy, roentgenologic studies, etc.) or even to 
refer the patient elsewhere without removing 
the lymph node. 

In a recent issue of a nationally circulated 
bulletin addressed to the medical profession in 
general, an article appeared for the purpose of 
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promoting early diagnosis in cancer. While the 
text was reasonably sound, there nevertheless 
appeared the unfortunately worded heading: 
Lymphadenopathy Demands Biopsy. In one of 
the illustrated cases, credit was given to the sur- 
geon for removing a cervical node which his- 
tologically proved to be cancerous. It was em- 
phasized that this finding led to examination 
of the throat and then the discovery of a_pri- 
mary lesion in the extrinsic larynx—certainly 
a roundabout and tedious manner of arriving at 
a diagnosis. The doctrine would have been 
soundey if the heading were amended to read: 
Enlargement of Lymph Nodes Demands a 
Search for the Primary Growth of Cancer. 

Up to this point, the discussion in the present 
report has been mainly critical and admonitory 
in calling attention to common errors and over- 
sights in the management of those patients who 
seek medical advice for cervical tumors. It is 
proper, therefore, to close this report by inquir- 
ing into the steps which should be taken by the 
physician in such cases. 


What to Do in the Case of a Patient 
Presenting a Cervical Tumor 


In many instances common sense will indicate 
from the history and examination that, since 
the cervical tumor has been present for many 
years, it obviously is not a malignant neoplasm, 
as for example in cases of lipoma, branchio- 
genic cyst, etc. It is not with such situations 
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Case 3—C. L., male, aged 50, had sought 
medical advice about one and one-half years 
previously because of an ulcer on the mucosa 
of the left cheek. This had been surgically 
excised and proved to be squamous carcinoma, 
grade 2, on histologic examination. There had 
been no formal follow-up and the patient re- 
turned to the surgeon about a year and a half 
later complaining of a “lump” in the left sub- 
maxillary area. Disregarding the significance 
of the previous cancer of the left cheek, the 
same surgeon cut into the tumor of the left 
submaxillary region (Figure 3) and removed 
a wedge of tissue for diagnosis. The report was 
again “squamous carcinoma.” 


Comment—It should have been obvious to the surgeon that, following excision of a cancer 
of the mucosa of the cheek, the mass in the left submaxillary region was almost certainly met- 
astatic. Accordingly there could have been no justification for cutting into the submaxillary mass 
rather than making a radical neck dissection, or referring the patient elsewhere for the proper 


treatment. 


that this report is concerned, but rather with 
the cases of those patients who state that a 
cervical tumor has appeared and _ has steadily 
increased in size over the period of the preced- 
ing weeks or months. The prudent physician 
may safely proceed on the basis that the tumor 
is probably cancerous and most likely meta- 
static from a primary lesion in the oral cavity 
or pharynx. Therefore, on the first visit there 
should be: 

1. Careful clinical examination of the oral 
cavity, nasopharynx, hypopharynx, larynx, the 
thyroid and major salivary glands, and the skin 
of the scalp. If such examination proves to be 
negative, the physician may either refer the 
patient to one with more specialized skills or 
proceed systematically to solve the problem 
himself. 

2. Aspiration biopsy—This_ procedure _ re- 
quires some skill and training on the part of 
both the clinician and the pathologist.* It is a 
test carried out in many cancer clinics. A report 
on a smeared slide at least sufficient to give a 
diagnosis of a malignant tumor can be available 
in 15 to 20 minutes. For more specific informa- 
tion as to the histologic character, part of the 
material may be preserved on a fragment of 
blotting paper or GELFoaM® and put through a 
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regular fixed preparation as for any small biopsy 
specimen with a paraffin section available in 24 
hours. In some cases, aspiration biopsy may re- 
veal the presence of fluid, indicating a branchio- 
genic cyst, or may otherwise disclose the nature 
of some form of benign tumor. If the patholo- 
gist’s report is “carcinoma,” the clinician is safe 
in assuming that the mass is metastatic. 

3. Repeated and even more thorough exam- 
inations of the upper respiratory and alimen- 
tary tracts—direct laryngoscopy, esophagoscopy, 
fluoroscopy and roentgenograms of the lungs, 
esophagus, the gastrointestinal tract, pyelo- 
grams, etc. If no primary tumor is found after 
examinations over a period of from two to four 
weeks, the question then arises as to the proper 
management of the cervical tumor. 


Treatment of Cervical Metastatic Cancer 

After Exhaustive and Unsuccessful 

Search for a Primary Lesion 

From the practical standpoint it must be con- 
ceded that under certain conditions the excision 
of a lymph node will be justifiable—specifically, 
after thorough and repeated search for a pri- 
mary lesion, and after the failure of aspiration 
biopsy to establish the histologic character of 
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the node sufficiently to proceed with further in- 
vestigations or treatment of the local lesion. 
With such a concept, the indications for the 
removal of a lymph node for the diagnosis of 
cancer will seldom arise. This aspect of the can- 
cer problem calls, of course, for re-education of 
the medical profession in general. 

With systematic, long-term follow-up, a pri- 
mary lesion of cancer will almost always mani- 
fest itself (sometimes after a period of as long 
as four years or even more). In the meantime, 
something obviously must be done about the 
cervical tumor while continuing the long-range 
search for the silent primary lesion. 
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Case 4—C. N., male, aged 55, was first seen in 
October 1942. About four months previously he had 
first noted a “lump” in his left upper neck (Figure 4, 
A and B) not associated with any subjective symptom. 
A few weeks later he went to a hospital where an in- 
cisional biopsy was made and a histologic diagnosis of 
“Hodgkin’s disease” returned. He was then referred to 
a cancer hospital. 

In the admitting office of the hospital the question 
of cancer of the thyroid was raised, but no examina 
tion of the nasopharynx was made. A letter was writ 
ten asking for a loan of the slide, but when it was re 
ceived after a week’s delay, the pathologist pronounced 
it “unsatisfactory for diagnosis.” A second incisional 
biopsy of a cervical node was made in the admitting 
office and a report of “metastatic carcinoma” was re- 
turned. On the basis of this report re-examination was 
made of the upper respiratory and alimentary tracts, 
and the nasopharynx was found to be filled with a 
bulky tumor which was causing no symptoms. The 
patient was then referred to the Head and Neck Service 
where a biopsy specimen was removed from the 
nasopharynx. This diagnosis was “anaplastic epider 
moid carcinoma.” 


Case 5—L. L., female, aged 40 years, was first seen 
in a cancer hospital in July 1942. She stated that six 
months previously she had first noted swellings in 
both sides of the neck (Figure 5) which had slowly 
progressed. No other symptoms were elicited. Her 
family doctor had examined her on several occasions 
and had finally referred her to the cancer hospital. 

In the admitting office of the hospital a_ clinical 
diagnosis of Hodgkin’s disease was made and an 
aspiration biopsy was performed with a report of 
“lymphoid tissue only.” An incisional biopsy was then 
done and a diagnosis of “transitional cell carcinoma” 
was returned. With this report, the patient was refer- 
red to the Head and Neck Clinic where on the first 
examination a nonulcerated, bulging tumor was found 
on the lateral pharyngeal wall extending up into the 
nasopharynx. A biopsy from this mass was reported 
as showing “transitional cell carcinoma.” 
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Case 6—G. P., male, aged 64 years, was first seen in 
a cancer hospital in April 1934. Six months prior to 
admission he had noted a swelling in the upper left 
side of the neck (Figure 6). After a delay of about 
five months he applied for examination at another 
hospital, where a clinical diagnosis of cancer was made 
and he was immediately referred to the cancer hospital 
without any further examination. 

On application to the hospital he was referred 
directly from the admitting office to the Head and 
Neck Clinic, where no primary lesion was found after 
examination of the upper respiratory and alimentary 
tracts. An aspiration biopsy of the cervical tumor was 
then made and a report returned of “carcinoma— 
suspected salivary gland origin.” The cervical mass was 
treated by a combination of x-ray and radium and a 
systematic search was continued for a primary lesion. 
The oral cavity and pharynges were repeatedly ex- 
amined at intervals of about two weeks. The patient 
was bronchoscoped and esophagoscoped, roent- 
genologic examinations of the chest and gastrointestinal 
tract were made. 

A year after the first visit, on the twenty-fifth rou- 
tine examination of the upper respiratory and alimen- 
tary tracts for a primary lesion, a small, superficial 
ulcer about 3 to 4 mm. in diameter was noted at the 
left base of the tongue. A biopsy specimen was removed 
from this area and found to be identical histologically 
with the cervical tumor. 
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Case 7—S. P., male, aged 32, accidentally discovered 
a “lump” in the left side of his neck. The lump was 
not visible to inspection, (Figure 7A) but is shown 
between the palpating fingers of the examiner in 
Figure 7B. His physician referred him immediately 
to a cancer hospital, where on his first visit an asymp- 
tomatic primary lesion was discovered in the naso- 
pharynx. Treatment by radiation was successful. 


r= 
a 
/ 
7A 
| 
— 

= 

‘ 
7B 

499 


Radiation therapy—lf the cervical tumor is 
solitary and small enough to be covered ade- 
quately by a circular port of about 3 cm. in 
diameter, fractionated x-ray therapy, supplement- 
ed by insertion of interstitial gold radon seeds, 
may be instituted in a dose sufficient to sterilize 
the local growth. The exact details of dosages 
which have been successful have been given in 
previous publications*:® and are too detailed 
for inclusion in this report. 

Neck dissection—lf the cervical tumor is 
bulky (3 to 7 cm. in diameter), or if there are 
multiple enlarged nodes, the question will natu- 
rally arise in the mind of the experienced 
clinician whether the necessarily large portal 
required to cover the mass or masses is prac- 
ticable, especially if the tumor is radioresistant, 
and whether a cancer-lethal dose would not 
prolong the convalescence more than a radical 
neck dissection. In any case, if surgery is used, 
the dissection should extend from the clavicle 
to the lower edge of the mandible and from 
the midline of the neck to the trapezius.” 

The local excision of such tumors must un- 
equivocally be condemned, since the resultant 
scarring will render difficult or impossible the 
treatment by neck dissection or radiation ther- 
apy of subsequent metastases which so fre- 
quently appear in immediately adjacent areas. 


Long-Range Follow-Up 


Should the cervical tumor (undoubtedly 
metastatic) be brought under control either by 
surgery or radiation, the therapist should never- 
theless not consider the case closed. The patient 
should be re-examined at frequent (preferably 
monthly) intervals with particular reference to 
the appearance of a primary tumor in the 
mouth, nasopharynx, larynx, etc. Judicious in- 
quiry should be made concerning symptoms of 
a distant primary lesion or metastases calling 
for more elaborate clinical and laboratory exam- 
inations. 

After a few months or even a year or two, 
there is a tendency for the surgeon to relax his 
vigilance and to assume that in this case at 
least, no matter how rare it may be, the tumor 
was primary in the neck (so-called branchio- 
genic cancer) and has been completely _re- 
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moved. The immediate, early and arbitrary 
diagnosis of branchiogenic cancer should never 
be made.* Experience has shown that few of 
these patients survive five years without the 
eventual appearance of a primary lesion in the 
mouth or elsewhere. 


Summary 


The medical profession must be emphatically 
reminded of the frequency with which cervical 
metastasis may appear as the first and only 
symptom in cancer of the mouth, pharynx and 
larynx. 

There can be no possibility of cure until the 
primary lesion is found. The ability of the ex- 
amining physician to discover a cryptic primary 
lesion will be directly proportionate to his con- 
victions that such a cryptic growth must exist 
somewhere, most likely in the mouth, pharynx 
or larynx. 

The immediate removal of a lymph node for 
diagnosis does not serve the best interests of 
the patient, and this procedure should be defer- 
red and used only as a last diagnostic resort. 

If the primary lesion is not discovered after a 
thorough search extending over a period of at 
least two weeks, the treatment of the cervical 
tumor proved cancerous should be complete, 
either by radiation therapy in the small single 
tumor or by radical neck dissection for bulky 
or multiple node involvement. 

All patients in whom there is a possibility of 
a cryptic primary lesion of cancer should be 
given frequent (preferably monthly) systematic 
follow-up examinations for a period of at least 
five years. 
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DIAGNOSTIC CLINIC 


RUPTURED CERVICAL 
INTERVERTEBRAL DISKS 


HENRY G. SCHWARTZ* 


Washington University School of Medicine, St. Louis 


M*** patients with pain in the lumbar re- 
gion have been relieved by adequate neu- 
rosurgical intervention with removal of a 
ruptured intervertebral disk. Similar disk pro- 
trusions in the cervical or thoracic region are 
being recognized more frequently. In the past 
many of these patients were considered neurotic 
or psychosomatic or were not diagnosed. It is 
still too early to give exact figures concerning 
the relative incidence of frequency of cervical 
disks as compared with that of lumbar disks, 
but with better recognition the frequency may 
be expected to increase. From our series and 
from the reports of other authors it is probable 
that cervical herniations constitute about 10 per 
cent of all ruptured intervertebral disks. 

The cervical canal is almost completely filled 
by spinal cord which is held fairly fixed by the 
dentate ligaments on either side. This is in 
marked contrast to the lumbar canal, where the 
loose-lying roots of the cauda equina lie. Thus 
a greater neurologic deficit might be expected as 
a result of a very small protrusion in the cervical 
region. 


*PROFESSOR OF NEUROLOGIC SURGERY, WASHING- 
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LOUIS, MISSOURI. 
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Lateral rupture of the cervical intervertebral 
disks should be considered in the differential 
diagnosis in a patient with a history of pain or 
stiffness of the neck, with radiation of pain to 
the shoulder, arm or hand. In some cases the 
superficial impression may be that of angina 
pectoris. Differential diagnosis between cervical 
rib and scalenus anticus syndrome and cervical 
disk can usually be made on the basis of the 
point of reference of pain or numbness. In cases 
of cervical disk rupture, symptoms and signs 
are usually referable to the sixth and seventh 
cervical dermatomes, whereas the other condt- 
tions usually involve the eighth dermatome. 
Roentgenograms of the cervical spine frequently 
show reversal of the normal curve and narrow- 
ing of the suspected interspace. 

Cervical disks which rupture closer to the 
midline may produce signs and symptoms of 
degenerative cord disease, such as amyotrophic 
lateral sclerosis, or may even cause complete 
paralysis simulating spinal cord tumor. 

Because of the great risk of cord compression, 
manipulative treatment is hazardous. Conserva- 
tive therapy, using halter traction and a Thomas 
collar, is advisable before proceeding with myel- 
ography and surgery. The results of surgery are 
excellent. 


Further, the cervical nerves run directly out- 
ward at right angles from the dura and course 
immediately over the intervertebral space, so 
that a small, laterally placed disk may easily 
compress the nerve directly against the over- 
lying lamina or pedicle. As the nerves pass 
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through the cervical foramens, they are vulner- 
able to pressure from a laterally herniated disk 
which narrows the foramen, or to osteophytes 
which project into the foramen. 

Lateral rupture of a cervical disk occurs most 
commonly between the fifth and sixth and be- 
tween the sixth and seventh cervical vertebrae. 
These are the points of greatest strain, represent- 
ing, as they do, the junction of the highly 
mobile upper cervical spine and the relatively 
fixed thoracic spine. It is also at these points of 
relative weakness that most fractures occur. 


Symptoms and Findings 


In the usual case of laterally ruptured cervical 
disk, initial complaints are stiffness and pain in 
the neck. Subsequently there may be pain 
radiating to the shoulder, down the arm and 
into the hand. Occasionally pain may radiate to 
the side of the sternum; this, together with the 
radiation to the arm, may give rise to suspicion 
of angina pectoris. Pain may be aggravated by 
sudden movement of the neck and, as in lumbar 
disk, by sneezing, coughing or straining. The 
patient may complain of subjective numbness, 
tingling or pain in the index finger, thumb or 
middle finger, depending on whether the 
seventh or the sixth nerve root is involved. 

It is not always possible to demonstrate sen- 
sory changes objectively. The seventh cervical 
root subserves primarily the index finger and 
the third finger; on the reverse side the same 
two fingers are involved. The sixth root sub- 
serves primarily the thumb; the eighth root, 
the ulnar aspect of the hand. The radicular 
pattern of pain may be produced by extending 
or firmly tilting the head toward the side of the 
lesion. This maneuver increases the already 
great narrowing of the intervertebral foramen 
and compresses the involved nerve root. Paren- 
thetically, the same maneuver usually will re- 
lieve the pain rather than exaggerate it in cases 
of cervical rib or scalenus anticus syndrome. 

There may be weakness of the biceps or 
triceps, depending on the level of the lesion, 
and the biceps or triceps reflex may be dimin- 
ished or absent. 

Roentgenograms may be extremely valuable. 
Lateral views usually show loss of the normal 
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curve and narrowing of the affected interverte- 
bral space. In oblique views, narrowing of the 
intervertebral foramen may be demonstrated. 


Treatment 


In patients who do not have muscle-wasting, 
marked sensory loss or signs of spinal cord 
compression, a trial of conservative therapy with 
a Thomas collar and halter traction is advisable. 
If these are ineffective, myelographic studies 
should be done, followed by surgery. Surgery in 
these cases is safe and the results are even more 
gratifying than in lumbar disks. In our own 
series, excellent results have been obtained in 
over go per cent, as compared with 75 to 80 per 
cent for lumbar disks. 


Presentation of Patients 


This first patient, a school teacher, was ad- 
mitted to Barnes Hospital in the spring of 1951. 
About one year previously she had complained 
of pain at the base of her neck just to the left 
of the midline; this had been relieved by dia- 
thermy. In December 1951, a few days after 
she fell on some ice, there was a recurrence of 
pain. Subsequently this pain spread to the left 
shoulder, down the lateral aspect of the arm to 
the thumb, index finger and middle finger. 

Examination showed limitation of motion of 
the neck, pain on pressure over the cervical 
spine, and hypesthesia of the left thumb and 
index finger. The left biceps and triceps reflexes 
were absent. The spinal fluid examination was 
negative. 

Before discussing the myelographic findings 
in this case I would like to point out that, due 
to the large bulk of cord tissue in the cervical 
spine, laterally placed disks in this region show 
only minimum deformity as compared with 
that seen on lumbar myelograms. In a typical 
lumbar myelogram, a large defect can readily 
be seen at the lumbosacral level corresponding 
to the ruptured disk. In a normal myelogram 
in the cervical region, all that can be made out 
is the visualization of the column along the 
lateral aspects of the cord. For diagnostic pur- 
poses it is important to compare the nerve 
sleeves as they are outlined by the oil on the 
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rigurE 1 (top). A. Lateral film shows narrowed inter- 
space between C5 and C6, less marked between 
C6 and C7. B. Asymmetry and widening of 
nerve sleeve between C6 and C7 on the left. 


FIGURE 2 (bottom). A. Reversal of cervical curve and 
narrowed intervertebral space between C5, C6 
and C7. B. Myelography revealed large defect 
at C6-C7 level on the left. 


two sides. In normal persons, the nerve sleeves 
are perfectly symmetrical and equal. 

A roentgenogram in the case of the patient 
described, in the plain lateral projection, showed 
a narrowing of the interspace between the fifth 
and sixth cervical vertebrae, as well as some rel- 
ative narrowing between the sixth and seventh. 
On myelography, the nerve sleeves between the 
fifth and sixth cervical vertebrae were symmet- 
rical; between the sixth and seventh cervical 
vertebrae on the left side there was a widening 
of the nerve sleeve as compared with the other 
side (Figure 1). 

On May 4, 1951, partial hemilaminectomy 
was done with removal of a frank ruptured disk 
between the sixth and seventh cervical vertebrae 
on the left. As you know, there are eight pairs 
of cervical roots with each pair emerging above 
the similarly numbered cervical vertebra, rather 
than below as in the remainder of the spinal 
nerves. In this case the compressed root was the 
seventh cervical, in keeping with the findings 
of subjective and objective sensory changes in- 
volving primarily the index finger. Postoper- 
atively, objective sensory changes disappeared 
but she has had residual subjective tingling. 
There is no weakness of the triceps muscle, and 
extension of the neck no longer produces pain 
as it did prior to operation. 

I would like to describe briefly several patients 
who illustrate cases of lateral herniation. The 
first, a 56 year old woman, had a 10 year his- 
tory of pain in the neck, left shoulder and para- 
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sternal region. A diagnosis of angina pectoris 
had been made and she had been treated as a 
cardiac patient. When I saw her in 1946 there 
was hypesthesia over the base of the thumb, and 
roentgenograms of the cervical spine showed a 
narrowing of the interspace between the fifth 
and sixth cervical vertebrae and, in the oblique 
view, a narrowing of the horizontal diameter 
of the intervertebral foramen at the same level. 
Myelograms showed a minimal defect involving 
only the upper portion of the sleeve of the 
nerve root on the left as compared with the one 
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on the right. Operation was performed with ex- 
cellent results; she has remained free of pain 
and has resumed all her activities. 

Another patient, whom I saw in February 
1950, had begun to develop pain in the neck 
about a year and a half previously. This pain 
had radiated to the left arm. Subsequently he 
had developed weakness and paralysis of the 
small muscles of the left hand so that he was 
unable to continue his occupation as an osteo- 
path. The clinical picture in this case was com- 
plicated by the presence of bilateral cervical 


ribs. There was a narrowing of the interspace 
between the fifth and sixth and between the 
sixth and seventh cervical vertebrae. Myelog- 
raphy showed a large defect on the left side 
at that level (Figure 2). A large disk was re- 
moved between the sixth and seventh cervicals, 
and there was complete recovery of motor 
power, including return of function of the 
paralyzed muscles of the hand. He returned to 
work four weeks after operation and has re- 
mained well. He agrees heartily with my warn- 
ing against manipulation in cases of cervical 
disk for fear of producing spinal cord com- 
pression. 

Another case showed even more marked 
reversal of the normal cervical curve. The pa- 
tient was a 4o year old nurse with a history of 
stiff neck followed by radiation of pain to the 
left shoulder. Treatment with a Thomas collar 
gave relief for nine months, when pain recurred 
and she had weakness of extension of the left 
arm, numbness of the index finger, weakness of 
the left triceps and brachioradialis muscles, and 
hypesthesia over the dorsum of the left index 
finger and hand. Lateral spine films showed a 
reversal of the curve with narrowing of the 
interspace at a lower level corresponding to the 
sixth cervical and the seventh. A myelogram 
showed a significant defect on the left side at 
that level. Following removal of the disk, all 
symptoms were relieved and she returned to 
her job. 

Although curve reversal and narrowing of the 
interspace are of great value when present, they 
cannot be relied on exclusively and therefore 
I feel that myelography is very desirable. This 
was demonstrated in the following case: The 
patient developed a crick in her neck while 


FIGURE 3 (top, left). A. Flattened cervical curve and 
narrowed interspace at C5-C6. B. Myelography 
showed defect due to a disk between C6 and 
C7 on the left. 


Figure 4 (lower left). A. Lateral film and (B) myelo- 
gram in a patient with herniated disk at C6-C7 
level, giving signs suggestive of amyotrophic 
lateral sclerosis. 
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lying in bed. This was followed almost im- 
mediately by numbness of the index finger and 
pain in the left shoulder and arm. Treatment 
with halter traction was ineffective and mark- 
ed weakness of the left triceps muscle developed 
with depression of the reflex. Roentgenograms 
showed flattening with slight reversal of the 
curve and narrowing, most marked between 
the fifth and sixth cervicals. Had we depended 
on the roentgenographic evidence exclusively, 
we might have explored the disk at the incor- 
rect level. Myelograms showed symmetrical fill- 
ing of the root sleeves on both sides at this 
point. However, one segment below there was 
a definite notching of the root sleeve on the 
involved side as compared with the opposite 
side (Figure 3). Operation confirmed the pres- 
ence of a disk at the lower level, and the patient 
made a complete recovery. 

Not all cervical disk herniations are confined 
to the lateral margins. As with lumbar disks, 
they may occur medially. In the cervical region, 
cord compression may develop readily, because 
the spinal canal at that point is almost entirely 
filled with solid cord tissue. 

The next patient, a 39 year old electrician, 
was admitted to Barnes Hospital in February 
1950. One year previously he had noticed the 
insidious onset of progressive weakness of the 
right hand and arm. For several months he was 
aware of fibrillation in the forearm, hand and 
triceps muscle on the right. There was a slow, 
steady increase in symptoms, without any pain. 
Examination revealed marked weakness of the 
right triceps and the hand, with almost com- 
plete wrist drop. The interossei and lumbrical 
muscles were paralyzed and there were atrophy 
and fibrillary twitchings of the arms and thighs, 
and pyramidal tract signs. These and other 
findings fit in perfectly with a diagnosis of 
amyotrophic lateral sclerosis. Roentgenograms 
showed slight narrowing of the intervertebral 
space between the fifth and sixth and between 
the sixth and seventh cervicals. Myelograms re- 
vealed a consistent defect between the sixth and 
seventh cervical vertebrae (Figure 4). At opera- 
tion, a large disk was found arising from the 
midline and extending to both sides. Postoper- 
atively there was dramatic improvement in the 
wrist drop and the patient returned to work. 
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This patient still has some fascicular twitch- 
ing, but the marked improvement, the time 
interval, and the course lead us to believe that 
the picture of cord involvement which simulated 
amyotrophic lateral sclerosis resulted from com- 
pression of the midline cervical disk. Thus, in- 
stead of a hopeless prognosis, this patient now 
can expect to live to a ripe old age. 

That some midline-presenting disks may pro- 
duce even more marked cord signs is evidenced 
in the history of a 41 year old man admitted to 
Barnes Hospital in May 1946. In August 1945. 
while at work in an ordnance plant, he had 
attempted to lift one end of a 500 pound bomb. 
He felt sharp pain in the back, but thought 
nothing of it until the next morning, when he 
noted stiffness in his neck. He then began to 
complain of weakness of the legs and numbness 
of the fourth and fifth fingers of both hands. 
He was looked upon as a malingerer and subse- 
quently lost his job. In the winter of 1946 his 
weakness became more marked and for several 
weeks prior to admission he had complete paral- 
ysis of both lower extremities. On admission 
there was slight stiffness of the neck, both hand 
grips were extremely weak, and there was total 
paralysis of both legs with pyramidal tract signs. 
There was a sensory level below the second 
thoracic dermatome, sparing the sacral segment. 
A clinical diagnosis of an intramedullary spinal 
cord tumor in the cervical region was made. 
Roentgenograms of the cervical spine were 
negative. Spinal puncture revealed a complete 
block, and myelography with oil introduced be- 
low in the lumbar theca with the patient tilted 
upside down on the fluoroscopy table resulted 
in a complete obstruction of the oil column at 
the level between the sixth and seventh cervical 
vertebrae. At operation the cord was found to 
be displaced dorsally by a large, completely rup- 
tured midline disk. Postoperatively there was 
improvement in sensation and slight return of 
motor power in the left leg. In this case, cord 
compression had been ‘of such long duration 
that further recovery is not possible. 


Summary 


Rupture of a cervical intervertebral disk is 
fairly common. In those cases which do not 
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respond to conservative treatment, surgical re- 
moval gives results even better than in lumbar 
disks. Laterally situated cervical disk should be 
considered in the differential diagnosis in a 
patient with a history of pain or stiffness of the 
neck and radiation of pain to the shoulder, arm 
and hand. In some cases the superficial impres- 
sion may be that of angina pectoris. In the 
differential diagnosis between cervical rib and 
anterior scalenus syndrome, cervical disks com- 
monly produce symptoms and signs referable 
to the sixth and seventh cervical dermatomes 
on the radial side of the hand, whereas the 
other conditions usually involve the eighth 


dermatome or the ulnar aspect of the hand and 
forearm. 

Roentgenograms of the cervical spine fre- 
quently will show reversal of the normal curve 
and narrowing of the suspected interspace and 
of the intervertebral foramen. Disks lying closer 
to the midline because of cord compression may 
present signs and symptoms of degenerative 
spinal cord diseases such as amyotrophic lateral 
sclerosis, or even cause complete paralysis simu- 
lating a spinal cord tumor. 

Because of the grave risk of cord compression, 
these patients must be warned against any 
manipulative treatment. 
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DIAGNOSTIC CLINIC 


UNDIAGNOSING 


CORONARY THROMBOSIS 


CHESTER M. KURTZ* 


University of Wisconsin Medical School, Madison 


I’ the differential diag- 
nosis of coronary 
thrombosis the impor- 
tance of acute abdomi- 
nal conditions or acute 
nonspecific pericarditis 
has been emphasized in 
all the textbooks. An- 
other acute condition, 
sometimes rapidly fatal, 
also is frequently mis- 
taken for coronary 
thrombosis but has received too little attention. 

On July 5 of last year I was called to see the 
wife of a physician and two days later a physi- 
cian, both with this same condition. A doctor 
always expects the worst; if he has any acute 
episode he is sure it must be a coronary throm- 
bosis, and in this instance his attending doctor 
was of the same opinion. 

I would like to present a young lady who 
illustrates the condition under consideration. 
At the onset of her illness in 1947—she was then 
34 years old—she had an infected finger and a 


M. KURTZ 


*ASSOCIATE PROFESSOR OF MEDICINE, UNIVER- 
SITY OF WISCONSIN MEDICAL SCHOOL, MADISON, 
WISCONSIN. 


PRESENTED AT THE THIRTY-SIXTH (ST. LOUIS) 


ANNUAL ASSEMBLY OF THE INTERSTATE POST- 
GRADUATE MEDICAL ASSOCIATION. 


June 1952 


Case histories are presented of 4 patients who 
suffered acute episodes of chest pain, dyspnea 
and shock, originally diagnosed as acute cor- 
onary occlusion. In each case more careful 
studies led to the correct diagnosis of pul- 
monary embolism. The importance of mak- 
ing the correct differential diagnosis in these 
two conditions is stressed and the salient 
points of differentiation are presented. 


neutropenia for which she was admitted to the 
hospital and treated. During the course of her 
hospitalization, on March 19, 1947, she suddenly 
developed a severe pain and swelling in the left 
leg, and a diagnosis of phlebitis was made. 

Therapy was started, with picumarot®, and 
the next day she was suddenly seized with an 
acute pain in the precordial region. The pain 
was aggravated by breathing and extended into 
the left arm. These symptoms were strongly 
suggestive of coronary thrombosis although the 
aggravation of the pain by deep inspiration was 
not entirely in keeping with the findings one 
might expect. The pulse rate was 130 per 
minute and regular. 

A day or two later other symptoms character- 
istic of coronary thrombosis were found; crepi- 
tant rales were heard over both lung fields; her 
temperature was 100.8° F. and she was perspir- 
ing profusely. Only her age and sex were some- 
what against a diagnosis of coronary thrombosis. 

Then she began to cough and raise a frothy, 
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FIGURE I. 


FIGURE 2. 


blood-streaked sputum, suggestive of pul- 
monary infarction. In fact the attending men 
were so sure they were dealing with a_pul- 
monary embolism that electrocardiogram 
and chest film were not made. 

Another of my patients, a 39 year old physi- 
cian, while driving his car on July 5 of last 
year, was suddenly seized with a severe pain in 
the anterior portion of the chest, accompanied 
by marked dyspnea and weakness. He was hos- 
pitalized immediately and he, as well as his 
brother, who is a physician, felt quite sure that 
he must have a coronary thrombosis. Treatment 
for this condition ensued. 

Two days later I saw him in consultation. 
He complained of pain in the calf-of the right 
leg of three days’ duration; further questioning 
revealed that he had mentioned the pain previ- 
ously but that no one had paid any attention 
to it because they were all so concerned about 
the pain in his chest. 

Physical examination revealed a thrombosed 
vein in the right calf and a very definite pleural 
friction rub in the lower right side of the chest. 
Diminished breath sounds and moist rales were 
heard over the same area of the chest; as he 
recalled the acute episode the patient remem- 
bered the pain had been most pronounced 
there. 

A number of electrocardiograms had been 
taken: two on the day of the acute attack, a 
third one the next day, another a week later, 
and tollow-up tracings on July 23 and Septem- 
ber 5. All of these electrocardiograms were 
practically normal and quite similar; none 
showed the characteristic changes one would 
expect to find following a myocardial infare- 
tion. The only thing that was at all suggestive 
of some possible abnormality was the inverted 
T wave in CF: (Figure 1), which might have 
been interpreted as evidence of acute right ven- 
tricular strain and which would point toward 
pulmonary embolism and away from = myo- 
cardial infarction. 

A chest film (Figure 2) taken shortly after 
the acute episode showed a hazy area down 
at the right costophrenic angle—exactly the 
point at which the patient recalled the pain had 
centered, where rales could be heard and where 
the breath sounds were diminished. The radi- 
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ologist agreed that this might well represent a 
pulmonary infarction, and in my opinion there 
is no doubt of it. 

Based on these findings, the diagnosis was 
phlebothrombosis in the right leg with resulting 
pulmonary embolism. There was no demonstra- 
ble cardiac infarction. The patient was known 
to have had cholelithiasis for some time; wheth- 
er that is significant in a case of venous throm- 
bosis 1 do not know, but a similar circumstance 
exists in the next case reported. The patient re- 
mained in the hospital for three weeks and was 
given anticoagulant therapy. He vacationed for 
the rest of the summer, and returned to work 
asymptomatic on September 4. It is easy to 
appreciate his relief at finding that his attack 
was caused by a pulmonary embolus rather 
than by a coronary thrombosis, which carries a 
very different prognosis. 

My next patient, the 72 year old wife of a 
physician, was seen by me in consultation 
July 5, 1951. While shopping two days earlier 
she was seized with a severe pain which cen- 
tered behind the lower portion of the sternum 
and radiated to both arms. She became extreme- 
ly dyspneic and collapsed, nearly losing con- 
sciousness. The pain lasted only 10 minutes, 
which is not typical of the pain of myocardial 
infarction. 

The patient was in the age group where cor- 
onary thrombosis might well be expected; she 
was hospitalized immediately, and such a diag- 
nosis was made. Fortunately the immediate 
treatment for phlebothrombosis with pulmonary 
embolism is similar to that for coronary throm- 
bosis—bed rest, oxygen anticoagulants. 
Nevertheless, the long-range outlook and subse- 
quent management may be so different that it is 
important to make the correct diagnosis as 
promptly as possible. 

This patient was known to have cholelithiasis 
(as was the doctor aforementioned) but her 
physicians had delayed surgery because of her 
age and some doubts as to her cardiac status. 

While in the hospital she developed an ob- 
vious phlebothrombosis, which was followed by 
a second attack of chest pain. When I saw her 
in consultation on July 5 the physical examina- 
tion revealed a perfectly regular pulse at a rate 
of 68; blood pressure of 210/100 (a recent myo- 
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cardial infarction would result in a much lower 
blood pressure); heart sounds of good quality, 
and crackling rales in a localized area at the 
left lateral base of the chest. Thrombotic veins 
were palpated in both legs. There was a mild 
leukocytosis, which could be attributed either 
to a pulmonary embolism or coronary occlusion. 

One electrocardiogram had been taken in 
May, another on July 5 and a third tracing sub- 
sequently was made on September 14. All of 
them looked the same and none showed the 
characteristic pattern of acute myocardial in- 
farction (Figure 3). A roentgenogram (Figure 
4) revealed an area more hazy and dense at the 
base of the left side of the chest than a cor- 
responding area on the right. 

The diagnosis was changed from acute cor- 
onary occlusion to phlebothrombosis with pul- 
monary embolism. She was known to have some 
coronary insufficiency as she had been subject to 
mild anginal attacks on overexertion, but there 
was no demonstrable myocardial infarction. 
The treatment consisted of bed rest and anti- 
coagulant therapy, and she was discharged on 
July 14. She has been ambulatory ever since 
and asymptomatic except for some shortness of 
breath and mild substernal discomfort on over- 
exertion, which is due to her coronary insufh- 
ciency. In this case too the patient, as well as 
her husband, felt great relief at the change in 
diagnosis. 

Another patient, a lineman, 46 years of age, 
had an attack of chest pain in 1944 when he 
became ambulatory following a_ prolonged 
period of bed rest occasioned by a fractured left 
leg, which is a very common occurrence. He 
had a recurrent attack on February 9, 1947, 
characterized by sudden pain in the chest radiat- 
ing down the left arm. Both attacks were diag- 
nosed as coronary occlusion and both times he 
was put at bed rest for a period of two months. 
After his recovery from the second episode he 
had an attack of chest pain accompanied by 
dyspnea about once a month until December 
1947, when he was sent to me. In other words, 
for a period of from 8 to 10 months he had been 
having an “acute coronary occlusion” with col- 
lapse on the average of once a month requiring 
emergency treatment at frequent intervals, 
which is quite a bit for any man to survive! 
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The attacks never were related to physical 
effort and never were relieved by nitroglycerin, 
which argued against their being ordinary an- 
ginal attacks. Some relief was obtained from 
intravenous papaverine, which also is considered 
good treatment for pulmonary embolism. 

On physical examination his blood pressure 
was 140/90, the heart sounds were normal, the 
breath sounds were diminished and rales were 
audible posteriorly at the left base of the chest. 
The weight was 224 pounds. There was very 
definite edema of the left leg. Here again the 
most likely diagnosis was a phlebothrombosis of 
the left leg which had had its origin at the 
time the patient was incapacitated for a pro- 
longed period with his leg in a cast. It is well 
known that venous thrombosis occurs all too 
frequently under such circumstances. 

He had no demonstrable coronary disease, but 
did have a chronic prostatitis. It is interesting 
and possibly significant to note that each of the 
last three patients had a history of chronic in- 
fection of lengthy duration—two having chole- 
lithiasis and the last one having prostatitis. 

Because of the frequency of his attacks of pul- 
monary embolism it was felt that this was no 
time for procrastination. Since he did not live 
sufficiently close to a medical center to permit 
adequate laboratory control for anticoagulant 
therapy, ligation of the femoral vein was ad- 
vised. This was done two days later in his home 
town, and a short time later his diseased tonsils 
were removed. He experienced no further em- 
bolic attacks and in March 1949 took a job as a 
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truck driver, performing the heavy labor of 
loading and unloading his truck in addition to 
driving it eight hours a day. When I saw him 
in August 1948 he was completely symptom- 
free; he had had no more attacks of chest pain 
or dyspnea and was enjoying excellent health. 

His electrocardiogram (Figure 5), like the 
others, showed no characteristic pattern of myo- 
cardial infarction and could be considered essen- 
tially normal in spite of the fact that the T 
waves appeared to be a little low. 

When I saw him again in November 1948 he 
was complaining of more or less constant pain 
in the back of his neck radiating into the chest 
and down the left arm, not related to exertion, 
and frequently present while he was resting. 
His doctor felt positive that this time there was 
coronary disease present. 

The origin of the pain in the back of the 
neck seemed to be the clue to a differential 
diagnosis, and a roentgenogram of the cervical 
spine revealed a localized degenerative process 
with disk narrowing between C6 and C7, which 
indicated the presence of degenerative disease of 
the lower cervical spine—and still no evidence 
of coronary disease or even recurrent pulmonary 
embolism. 

Orthopedic consultation was advised, and as I 
have not seen the patient since, I assume that 
the orthopedist was able to relieve the condition 
and that he has had no more “heart attacks.” 

How are we going to differentiate between 
pulmonary embolism and coronary occlusion 
when one may simulate the other so closely? 
The correct differential diagnosis is extremely 
important, not so much from the standpoint of 
the immediate treatment as from the standpoint 
of subsequent therapy and prognosis. The latter 
is most important when the patient is a doctor 
or a member of a doctor’s family; the average 
lay person would not appreciate the relative 
prognostic significance of the two diagnoses, 
while a doctor would be extremely concerned 
with attacks which he felt to be of coronary 
origin (Table 1). 

Angina—In pulmonary embolism the history 
of angina is very uncommon. If the patient’s 
history reveals that he has been having typical 
attacks of angina of effort, you may safely 
regard the coronary arteries as being the source 
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PULMONARY 


MYOCARDIAL 


EMBOLISM INFARCTION 
HISTORY OF ANGINA Uncommon Common 

Short Duration Prolonged 
DISTENDED NECK VEINS Uncommon 


P2+, PULMONIC 


T 

>ommo Uncommon 
SYSTOLIC MURMUR Common 
DEMONSTRABLE 

Common Uncommon 
PHLEBOTHROMBOSIS 
JAUNDICE Occasional Uncommon 
HEMOPTYSIS Common 
CHARACTERISTIC ECG + Common 
TABLE 


of the trouble; the absence of the attacks would 
indicate pulmonary embolism. A careful history 
may be all-important in differentiating between 
the two conditions. 

Chest pain—In pulmonary embolism, chest 
pain may or may not be present, but if present 
it is usually of relatively short duration. In 
myocardial infarction, except for the rare cases 
of so-called “silent coronary thrombosis,” severe 
chest pain is the rule and it lasts, not a matter 
of minutes, but several hours and sometimes 
even a day or two. 

Physical examination—lf a few salient traits 
of pulmonary embolism are found on physical 
examination the diagnosis will be so certain that 
an electrocardiogram or a chest roentgenogram 
will be unnecessary. One of the fairly constant 
findings in pulmonary embolism is distention 
of the jugular veins, whereas in myocardial in- 
farction that is not usually the case unless it is 
accompanied by acute decompensation, which is 
not common. Auscultation will reveal an ac- 
centuated pulmonic second sound in the case 
of pulmonary embolism, and there will usually 
be a pulmonic systolic murmur. It may be 
transient and disappear after a few days, but it 
is due to the temporary dilatation of the pul- 
monary artery. This type of pathology produces 
increased pulmonary pressure, dilatation of the 
pulmonary artery and acute right ventricular 
strain, resulting in an accentuated pulmonic 
second sound and a pulmonic systolic murmur. 
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These are typical findings in pulmonary em- 
bolism but relatively uncommon in myocardial 
infarction. 

Thrombosis—Examination of the patient’s 
legs or other parts of the body where thrombosis 
might occur may readily reveal evidence of 
phlebothrombosis. In the case of the doctor 
whom I was called to see, no one had paid very 
much attention to his complaint of pain in the 
leg nor taken the trouble to inspect or palpate 
the calf of the leg. However, examination dis- 
closed a thrombosed vein—a segment four or 
five inches long, easily palpable and extremely 
tender—which immediately established the diag- 
nosis and which stresses the need for more care- 
ful examinations. Such a finding would be very 
uncommon in the initial stage of myocardial 
infarction. 

Jaundice—Another sign which is not too un- 
common in pulmonary embolism is jaundice. 
The icterus index is almost always increased to 
a certain extent in a pulmonary infarct of any 
size; in myocardial infarction jaundice is rare— 
in fact I don’t recall ever encountering it. 

Hemoptysis—In the young lady whom I pre- 
sented a few minutes ago, hemoptysis was one 
of the findings which led her physician to know 
that her dificulty was pulmonary and not cor- 
onary. When bloody sputum is present, as it so 
frequently is, the diagnosis is pretty well settled; 
hemoptysis is very uncommon in myocardial 
infarction but quite common in pulmonary 
embolism. 


The characteristic you 
have not made the diagnosis by the time that 
you have done the physical examination, you 
may want to take an electrocardiogram. This is 
not always necessary but may prove helpful as 
it sometimes exhibits a characteristic pattern in 
the presence of a pulmonary embolism. 

In 1937 Dr. Arlie Barnes described a pattern 
frequently but not constantly found following 
pulmonary embolism. When present it consists 
of a prominent S wave in lead I, usually an 
inverted T wave in lead III and inverted T 
waves in the precordial leads Vi and Ve. 

The electrocardiogram is more apt to be char- 
acteristic in myocardial infarction, but not in- 
variably so. There is an occasional case where 
the electrocardiogram shows little or no change; 
sometimes one has to explore a large part of the 
chest before he can find a precordial lead which 
will show the diagnostic Q-T pattern which 
establishes the diagnosis. That is not the rule, 
however, as there are few conditions in which 
the electrocardiogram is so apt to be helpful as 
in the diagnosis of myocardial infarction. 

To summarize, because of the great difference 
in the prognosis, it is important not to mistake 
pulmonary embolism for a coronary thrombosis. 
If you will evaluate the patient’s history and 
pay attention to some of the more obvious physi- 
cal signs, you will be much less likely to call 
a pulmonary embolus a coronary thrombosis 
which you subsequently will have the dubious 
satisfaction of undiagnosing. 


“Lhe doctor 
going on 
his rounds. 
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DIAGNOSTIC CLINIC 


EARLY DIAGNOSIS AND MANAGEMENT 
OF GASTRIC LESIONS 


GILSON COLBY ENGEL* 


University of Pennsylvania Graduate School of Medicine, Philadelphia 


: owe are several common pathologic lesions 
of the stomach. Some of these are medical 
problems and can be handled medically; others 
demand early diagnosis and surgical interven- 
tion if the patients are to recover. 

Among the many types of gastritis is one 
which is very dangerous—that which occurs 
with acute hemorrhagic gastritis. A hemorrhag- 
ing patient was admitted to my surgical service 
at Lankenau Hospital in Philadelphia who 
had been treated at another hospital six months 
previously for a condition diagnosed as a hem- 
orrhagic ulcer. 

One morning about six o'clock this woman 
vomited 1500 cc. of bright red blood. She was 
given blood transfusions and prepared for im- 
mediate surgery. After an abdominal incision 
was made, I inspected her stomach and could 
find no evidence of scar, stippling or any other 
condition in her pylorus or stomach which might 
be causing the hemorrhage. The stomach was 
distended, and when I opened it longitudinal- 
ly bright red blood poured out of it. A dry pad 
in the stomach lessened the bleeding; when the 
pad was removed blood welled up in the wound 
again. A lifesaving measure was necessary; the 
points of bleeding, which could not be seen, had 

*PROFESSOR OF CLINICAL SURGERY, UNIVERSITY 
OF PENNSYLVANIA GRADUATE SCHOOL OF MEDI- 
CINE} ASSOCIATE PROFESSOR OF SURGERY, JEFFER- 
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An attempt is made to point out the dangers 
in medical treatment of gastric lesions, draw- 
ing a clear distinction between gastric and 
duodenal lesions as to the possibility of medi- 
cal treatment. Cases are cited to emphasize 
different types of delay in operation on gas- 
tric lesions which help to represent the high 
mortality from gastric carcinoma. Some sug- 
gestions are made as to the possibility of 
reducing this high mortality. 


to be controlled. This meant that I immediately 
had to control the right and left gastric and the 
right and left gastroepiploic vessels, which re- 
sulted in total gastrectomy. The patient, whose 
case I reported in the literature, made an excel- 
lent recovery and is well. 

Patients with acute hemorrhagic gastritis are 
admitted on surgical service because as a rule 
surgeons will consult with physicians more 
quickly than would be the case if conditions 
were reversed. Other types of gastritis lend 
themselves well to medical treatment. 

Foreign bodies, which usually pass on, some- 
times must be removed surgically. Diverticula 
too may present difficulties which need surgical 
intervention. Injuries, such as gunshot wounds, 
stab wounds and the like, need immediate sur- 
gical attention. Huge lipomas, although benign, 
must be removed surgically. The polypoid type 
of gastritis (polyps of.the stomach) lends itself 
to malignant degeneration and should be treat- 
ed with the ultimate idea that the polyps will 
become malignant. 

I would like to emphasize that there are 
four categories of duodenal ulcers which I think 
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should be operated on: 
one involves repeated 
hemorrhage (or after 
the first severe hemor 
rhage); second is per- 
foration; another is 
obstruction, and last is 
intractable pain—where 
medical treatment has 
been unable to correct 
the symptoms. any 
of these instances the 
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patient will beg to be sent to a surgeon. 

I believe that gastric ulcers must be classified 
as malignant lesions of the stomach and that 
adequate surgery without delay is the impor 
tant consideration, Whether one performs radi 
cal total or a subtotal gastrectomy is avery 
debatable subject at the present time, and de 
pends upon the surgeon's preference. 

There is no place for medical treatment: in 
gastric ulcers or tumors; I also believe there is 
no place for vagotomy in a gastric lesion. If you 
do a vagotomy you must combine it, as a rule, 
with some other type of operation—such as a 
pylorectomy or a gastroenterostomy—and you 
don’t see the lesion. Only the pathologist can 
say whether the lesion is benign or malignant; 
you gamble every time you do a vagotomy on a 
gastric lesion upon which the pathologist: has 
not given you a report. 


Carcinoma of the Stomach 


According to statistics of the Metropolitan 
Life Insurance Company, carcinoma deaths in 
general increased over 4 per cent from 1935 to 
1950. There are, roughly, 42,000 deaths from 
carcinoma per year, which means that one per- 
son dies of carcinoma every three and a half 
minutes. We think of the major portion of car- 
cinoma as involving female reproductive organs 
and breasts. However, in the mortality rate for 
all carcinoma, deaths from carcinoma of the 
stomach lead with 29.6 per cent; carcinoma of 
the breast and genital organs of the female con- 
sidered together total 25.3 per cent. 

Reported cases of ulcer of the stomach and 
duodenum are increasing; this perhaps can be 
blamed on the turmoil in which we live. It is 
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believed that a new carcinoma of the stomach is 
developing every three and a half minutes in 
the United States. A death from this cause oc- 
curs here every 17/4 minutes. 

I won't go into the history of carcinoma of 
the stomach other than to say that black vomitus 
was first described by Hippocrates and we have 
evidence in the literature from that time to the 
present. “There are certain things in_ history 
which have helped us tremendously in getting 
information concerning this disease. One is the 
discovery of gastric analysis by van den Velden; 
another is the gastroscope, which was not used 
extensively until about 1932, when Wolfe and 
Shindell popularized it. The development. of 
x-ray and fluoroscopy came about 1910. 

| have analyzed a series of cases I treated to 
discover the earliest symptoms that would give 
us a clue to the development of malignant 
disease of the stomach. The first was a tired 
and weak feeling—I often feel that way and so 
do you. The second was loss of appetite, loss of 
desire for meat. Last is the vague term “indiges- 
tion.” The first one or the second one per se is 
not so important, but a combination of the two 
means that adequate studies of the patient must 
be started at once. 

Complaints of indigestion range all the way 
from eructations of gas following eating in 
the so-called aerophagic individual to people 
who are doubled up with severe pain. Since the 
general term is used to describe all degrees of 
indigestion, this indication is not too important. 
But the first two complaints are so important 
that immediate roentgenologic examination 
must be made. In trying to analyze the reason 
for a loss of desire for meat, I found that it 
occurred in cases which showed achlorhydria. 
Perhaps the protein couldn't be broken down 
into amino acids in these patients, therefore 
nature said, “Don’t put any meat into your 
stomach.” 

Physiologic changes occurring with carcinoma 
of the stomach may cause the condition to simu- 
late pernicious anemia. Either microcytic 
hypochromic type or a macrocytic hyperchro- 
mic type of anemia may be present. 

Another patient I would like to mention is a 
54 year old woman who complained of weak- 
ness and loss of appetite. She had been well 
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until one month before admission, when a 
roentgenogram showed a lesion of the lesser 
curvature of the stomach, and gastroscopy show- 
ed the lesion to be carcinoma. The blood count 
was normal—blood counts are worthless in diag- 
nosis. The serum protein was 5; we consider 6 
normal, and have found the serum protein test 
to be one of the most valuable in our series in 
making early diagnoses. 

Operative findings included carcinoma of the 
stomach on the lesser curvature with metastases 
to the liver and aortic nodes; operation—ex- 
ploration and closure. 

The next case illustrates a delay in going to 
the doctor. A 38 year old woman had had diff- 
culty in swallowing for one year, but had not 
consulted a doctor until three weeks before her 
admission. She had lost 10 pounds in three 
weeks. Her father had died of a gastric car- 
cinoma 21 years before; we believe there is a 
hereditary tendency to malignancy, a fact borne 
out by our Research Institute. 

Roentgenographic studies showed obstruction 
of the lower end of the esophagus and car- 
cinoma of the greater curvature and fundus of 
the stomach, which explained her difficulty in 
swallowing. The blood count was down slight- 
ly—7o per cent—which was to be expected. The 
serum protein was way down—4.7. 

Operative findings were carcinoma of the 
lesser curvature involving the lower end of the 
esophagus and generalized metastases; opera- 
tion—exploration and closure. 

To show the results of delay on the doctor’s 
part in consulting a surgeon, I will cite the case 
of a patient who had been under treatment 
for two and a half years. He had weakness and 
loss of appetite and was 75 years old. Two and 
a half years before admission, roentgenograms 
showed a gastric ulcer. On a medical regimen 
he gained 20 pounds in six months. May I call 
your attention to Waltman Walters’ paper in 
which he cites that at the Mayo Clinic 81 per 
cent of their patients with gastric malignancy 
became asymptomatic on an ulcer regimen, 
which also has proved to be true in our find- 
ings. Thus the malignant lesion may be devel- 
oping even though the patient is asymptomatic 
on an ulcer regimen. 

This man was re-examined roentgenographi- 
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cally six months later and showed a healing 
ulcer. Fourteen months before admission a 
small ulcer was found, and he was symptom- 
free. One week before admission he had vomit- 
ing; x-ray studies on admission showed car- 
cinoma of the stomach. The red blood cell count 
Was 2,930,000—59 per cent; serum protein was 
4.8. There was extensive gastric carcinoma with 
metastases. 

The surgeon is extremely depressed by these 
cases repeated over and over again where people 
are robbed of any chance of the future because 
medical treatment has been carried on for gas- 
tric ulcers. I ask the medical men in our hos- 
pital to come to the operating room, look in 
and see the pathology, or go to the laboratory 
and look at it. Unless the man who is treating 
a patient sees the pathology he cannot believe 
what goes on in some of the cases that are 
treated medically for a long time. 

Next is a case of difficult diagnosis. The pa- 
tient was the 60 year old father of one of our 
nurses. One year before he had lost 27 pounds 
in weight, at which time an x-ray film showed 
nothing abnormal. He had anemia and no free 
hydrochloric acid. The diagnosis, which I ques- 
tion, was pernicious anemia—for which he was 
treated even after having been studied complete- 
ly. Four months before he was admitted the 
anemia improved, there was no free hydro- 
chloric acid, and another gastrointestinal x-ray 
study gave negative results. 

A third film made at the time of admission 
showed a fundal gastric carcinoma. The red 
blood cell count did not show a significant 
deviation from normal; the serum protein was 
5-4. He had carcinoma of the gastric fundus 
with metastases and extension into the dia- 
phragm. The operation comprised exploration 
and closure. 

The diagnosis was difficult in this patient be- 
cause fundal carcinomas often are missed in 
roentgenographic studies. The chance for error 
is lessened if the patient is placed in the Tren- 
delenburg position while the barium is in the 
stomach so a better view of the fundus can be 
obtained. 

I included this case in the discussion because 
of the doubtful diagnosis of pernicious anemia. 
Any patient in whom this condition might be 
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suspected should have at least a gastrointestinal 
roentgenogram made; in addition a_gastro- 
scopic examination is recommended, and if any 
doubt still exists, exploratory surgery should 
be done. 

Another patient was a doctor’s brother who 
refused advice. X-ray study of this man re- 
vealed a lesion of the lesser curvature of the 
stomach which was suspected of being malig- 
nant. His condition improved with medical 
treatment. Dr. Bockus of Philadelphia, his gas- 
troenterologist, advised surgery 18 months be- 
fore the patient accepted the advice. 

On admission his red blood cell count was 
60 per cent or 3,200,000; his serum protein was 
4.2. He was found to have extensive gastric car- 
cinoma with metastases to the liver, diaphragm, 
aortic nodes and anterior abdominal wall. Ex- 
plored and closed. 

A study was made in Pennsylvania of 2000 
cases of carcinoma to show the delay from the 
time the symptoms which were suspicious of a 
malignancy started until the patient consulted 
a doctor. The greatest offenders were white 
men, with an average delay of 16.6 months. In 
this same series we studied the length of time 
patients had been under the care of a doctor 
before the doctor started adequate studies to 
make a diagnosis. I am ashamed to say the aver- 
age was 4.4 months—which, added to the usual 
delay by the patient, gives any malignant lesion 
a great chance to develop. When most patients 
with stomach complaints consult doctors they 
already have tried all the medical remedies they 
ever heard of. Do not give them additional 
medical treatment; study them to find out what 
basically is wrong before any treatment is recom- 
mended. 

Age means nothing in the incidence of car- 
cinoma. One of my patients was a young girl 
who in 1950 had pain in the epigastrium which 
was relieved by the ingestion of food. A roent- 
genogram revealed a gastric ulcer and she was 
placed on an ulcer regimen. When I first exam- 
ined her two or three months ago she had a 
large palpable mass, 8.7 gm.; her red blood cell 
count was 2,300,000; serum protein, 5.3; fasting 
sugar, 83, and total acidity reached 50 units. 

The lesion involved the distal half of the 


stomach, the transverse colon and _ transverse 
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mesocolon, with direct extension from the 
stomach through the gastrocolic omentum, gas- 
trohepatic omentum, transverse mesocolon and 
colon. I did a block resection of all of the upper 
part of the stomach and pyloric end of the 
stomach, gastrocolic omentum, the hepatic end 
of the transverse colon and the splenic end of 
the transverse colon, did an end to end anas- 
tomosis of those, and she had a good recovery. 
The diagnosis was lymphosarcoma. 

When a patient is suspected of having gastric 
lesions the studies should include gastric roent- 
genograms, gastroscopic examination, fractional 
test meal, serum protein and blood count. 

Errors in diagnosis can occur in roentgen- 
ologic and gastroscopic examination of gastric 
lesions; with x-ray study alone, the percentage 
of error is 18, gastroscopy alone, 17 per cent, 
and the two combined, 8 per cent. In differen- 
tial diagnoses of ulcer versus carcinoma, x-ray 
studies alone accounted for 34 per cent error; 
gastroscopy, 20 per cent error, and the com- 
bination of the two, 14 per cent error. I can 
guess almost that well whether or not there is 
a malignancy. There is only one way to elim- 
inate all error in diagnosis, and that is surgery. 

Fractional test meal studies were unimpor- 
tant because 70 per cent of the patients showed 
normal or high gastric acidity, while 30 per cent 
were found to have low gastric acidity. 

In the serum protein studies, 56 per cent were 
below normal, and this is important. 

The method of closing the duodenal stump 
is important in order to prevent a blown stump. 
I put in a first row of continuous O chromic 
catgut on an atraumatic needle, bury that with 
a linen pursestring, and then oversew with an 
interrupted sero-serosal suture. 

Some of my patients have had great difficulty 
following total gastrectomies. In 1944 a patient 
who had had this surgery noticed discomfort 
after eating and hunger every 15 minutes, so I 
constructed a pouch, which is not a physiologic 
stomach but a reservoir for food. 

The mortality rate for exploratory operation 
is 0.18 of 1 per cent; for subtotal gastrectomy, 
1.2 per cent; for total gastrectomy, 14 per cent, 
and for unoperated gastric carcinoma, 100 per 
cent. Give me a chance—I don’t want the 100 
per cent. I will take my chance on operation. 
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STATISTICAL STUDY 


THE FREQUENCY OF 
HEPATITIS IN DOCTORS 


STEN MADSEN* 


The Finsen Institute, Copenhagen 


ROM time to time the question arises whether 
F doctors and hospital staffs are more exposed 
to infection with acute hepatitis than the rest 
of the population. British and American ob- 
servers have reported such a large number of 
cases of inoculation hepatitis among hospital 
staffs, blood bank workers, laboratory glass 
washers and others similarly employed’ that 
the question of compensation has been raised.':® 
In Denmark Ryssing‘ and Dahl,* among others, 
have found hospital staffs a particularly exposed 
employment group. Gaustad” investigated the 
occurrence of hepatitis among nurses in Nor- 
way, and observed an especially high incidence 
of the disease among laboratory nurses. In the 
five year period 1945 to 1949 there were 27 cases 
per hundred laboratory nurses compared with 
only 2.5 cases per hundred nurses employed else- 
where. Strgmbeck'® found an average hepatitis 
frequency of 14.54 per cent on questioning 4,030 
Swedish doctors, 94.3 per cent of whom an- 
swered the questionnaire. Furthermore, he ob- 
served a significant difference between the in- 
cidence of hepatitis in general practitioners and 
in hospital doctors, showing that the hazard is 
less for general practitioners. No particular 


*PROM THE FINSEN INSTITUTE, DERMATOLOGIC 
DEPARTMENT (CHIEF: POUL V. MARCUSSEN, 
M.D.), COPENHAGEN, DENMARK. 
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supermorbidity could be proved in the case of 
surgeons. 

In Denmark no statistics were available on 
the frequency of hepatitis among doctors; there- 
fore questionnaires were sent to 4700 Danish 
doctors, practically all of the nation’s doctors 
being included in the survey. Of this number, 
4,458 responded. The questions were: Have you 
had acute hepatitis? Before your eighteenth 
year? After your eighteenth year? 

In order to have satisfactory material with 
which to compare the results, it was necessary 
to obtain information about the frequency of 
hepatitis in some other group of persons whose 
living conditions (income and _ social status) 
were similar to those of doctors. For this pur- 
pose lawyers were chosen and a similar ques- 
tionnaire—Have you had jaundice without gall- 
stone ?—was sent to all Danish lawyers, 2000 
in number. Replies were received from 1,862 of 
this group. 

It also was important to investigate the oc- 
currence of the diseasé among hospital nurses, 
who must be assumed to be particularly ex- 
posed to infection. Questionnaires identical to 
the ones sent to the lawyers were sent to all 
departments of six Copenhagen hospitals, and 
all the nurses most willingly replied. 

Finally, in order to have quite a different 
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basis for comparison, 2,190 workers and em- 
ployees* of three industrial concerns also were 
questioned; they were asked exactly the same 
questions as the lawyers and the nurses, and 
here all who were included in the survey re- 
sponded. Table 1 shows results of the investiga- 
tion, which included some 10,000 persons. 
Whereas the hepatitis frequency in childhood 
seemed to be very much the same for doctors, 
lawyers, nurses and employees of the industrial 
concerns, a lower percentage was found in the 
case of the workers in the same plants. Whether 
this difference is a true one, or whether it is 
due to a greater or lesser ability to observe and 
recall the disease will not be dealt with here. 


Hepatitis in Adults 


The material compiled in the survey is divided 
into age groups; in drawing conclusions, the 
large number of nurses and employees plus 
workers born after 1924 must be taken into 
consideration. These presumably must re- 
garded as being less likely to have had hepatitis. 
This age group, which does not cover doctors 
or lawyers, therefore is not included when cal- 
culating the total percentage (Figure 1). It will 
be seen from this graph that doctors in all age 
groups show a much higher percentage of in- 
cidence of hepatitis than do all the other groups. 
This difference is significant. 

The figures for nurses and lawyers are simi- 
lar, but those for workers plus employees are 
much lower. In the case of both doctors and 
lawyers, the maximum hepatitis frequency is in 
the age group of 40 to 50 years, while for the other 
groups of persons this maximum is about 10 
years earlier. This seems to indicate that nurses 
and workers plus employees get the disease at 
an earlier age than do doctors and lawyers. 

As to the reliability of the diagnoses, there 
hardly can be any possibility of the diagnosis, 
nonicteric hepatitis, being of any noteworthy 
importance in the information supplied by the 


*The term ‘‘workers’’ refers to laborers; “‘employees’’ means office 
Personnel. 
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FIGURE I, 


doctors, as they were specifically asked for the 
duration of the icterus. Only 12 doctors re- 
ported not having been icteric. Lawyers and 
nurses must be assumed to have had ample 
opportunity to seek medical treatment for such 
a marked disease, and few cases of hepatitis 
can have been ignored or neglected. It is not 
possible at present to decide whether the far 
lower hepatitis percentage among workers is 
due to the fact that they, to a much greater 
extent than the other persons in the survey, 
neglect light attacks of illness and therefore do 
not seek medical advice or treatment. In this 
connection, it may be of interest to note that 
during World War II there were 4 to 7 times 
as many cases of hepatitis among officers as 
among 

The question then must be: What is the 
cause of the supermorbidity among doctors? 

To elucidate this point, a second question- 
naire asking for further information, particular- 
ly as to the source of infection, was sent to 
the 463 doctors who had reported having had 
hepatitis as adults. The sources of infection in- 
dicated in the 444 replies were as follows: home 
epidemic, 48; practice, 100; hospital, 160 and no 
source stated, 136. 
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It seemed pertinent to ask the part played by 
inoculation as a source of infection, and in the 
questionnaire this question came under a sepa 
rate heading. Only 28 doctors gave this as a 
source of infection: 5 between 1917 and 1933, 
the remaining 23 between 1943 and 1950. It was 
not until the beginning of the 19qgo’s that in 
oculation hepatitis was known in Denmark" 
and, taking into consideration the length of the 
incubation period, it seems probable that a far 
greater number of unknown sources of infec 
tion can be referred to this cause, in particular 
some of those giving “hospital” as the source 
of infection. If this number is subtracted from 
the total number of cases of hepatitis (463), the 
percentage of incidence of hepatitis for doctors 
is approximately 6.8 per cent, the same as for 
lawyers and nurses. 

Details of the age at which hepatitis occurs 
in doctors and lawyers are to be found in Figure 
2; the abscissas show the age groups (five year 
groups), the ordinates indicate the total num 
ber of cases. For the sake of comparison, the 
number of lawyers has been multiplied by the 
ratio of the number of cases. The most notice 
able rise in the case of doctors is seen in the 
youngest age group (25 to 35); this is the age 


at which doctors in their work of making blood 
tests, writing case histories, ete., at the hospitals 
come into closest contact with the patients. ‘The 
number of cases of hepatitis is greatest for both 
doctors and lawyers in the early thirties, and 
then falls gradually with each year. 

A closer analysis shows that the average age 
at which infection with hepatitis occurs rose 
between 1930 and 1950. This is seen in Table 2. 

The difheulty in comparing the figures over 
such a long period as 1930 to 1950 is that a cer 
tain death rate must be assumed, and one which 
rises for cach year retrogressively. To avoid this 
difficulty, all persons over the age of go have 
been excluded, thus making the margin of 
error so small that the conclusions drawn are 
justifiable. In all groups a rise in the age at 
which infection occurs is observed; this agrees 
with observations made by Ryssing."* This. is 
further substantiated by looking at the medical 
reports’ on the occurrence of acute hepatitis 
during the last decades (Figure 3). This shows 
that, whereas in the 1930's hepatitis most fre 
quently attacked children, in the tggo’s it be 
came a predominantly adult disease, showing 
the same change as has been observed in polio- 
myelitis 


FIGURE 2. 
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FIGURE 3. 


Of the 463 cases of hepatitis among doctors, 
47 or 10.1 per cent were women. Taking the 
percentage of women doctors in Denmark as 13, 
this shows a slight preponderance of super- 
morbidity among male doctors. This is similar 
to the figures given by Ryssing’ for the dis- 
tribution between men and women over 15 
years of age. 

Hepatitis occurring both in childhood and in 
adulthood was reported by only 11 doctors, 8 
lawyers, 7 nurses and 1 worker. This suggests 
that hepatitis in childhood results in a certain 
degree of immunity. The duration of icterus is 
given in Table 3, which shows how the severity 


of the disease rises with increasing age. 

According to the death certificates from 1935 
to 1949, 9 doctors in Denmark died of cirrhosis 
hepatitis, 1 of acute hepatitis and four of alii 
morbi hepatis. While the prognosis of the dis- 
ease seems comparatively good, only 3 doctors 
have reported the development of the disease 
to chronic hepatitis. The information about the 
duration of the disease confirms the fact that 
hepatitis is a serious illness, in that icterus in 
97 doctors lasted up to 14 days; in 174 doctors, 
from two to four weeks, and in 145 doctors, 
over four weeks. 

In the replies received from the doctors, there 


TABLE 2 
Averace Ace at Wuicn INrecrion with Hepatrris OccuRRED 
DOCTORS NURSES LAWYERS EMPLOYEES AND WORKERS 
Number | Average Age Number | Average Age| Number | Average Age| Number | Average Age 
1930-34 40 } 26 4 | 21 7 | 26 6 24 
1935-39 24 28 3 | 24 5 | 26 1 2 25 
| | } 
1940-44 71 | 28 17 26 16 | 31 18 26 
1945-49 gt | 32 28 27 22 | 33 24 27 
1950 II 34 5 31 2 | 35 3 | 
| 
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TABLE 3 


Duration oF Icrerus IN PATIENTS WITH 


AGE AT DURATION OF 

INFECTION ICTERUS (WEEKS) 
(YEARS) 
sata 2.95 


were numerous complaints that hepatitis had 
had a deteriorating effect on their health. The 
cases of inoculation hepatitis seemed to be of a 
more severe kind. 

While Strgmbeck’® has observed that hospital 
doctors are more often infected than general 
practitioners, it has not been possible from the 
present material to prove this of any one group 
of doctors. 

Six doctors in all reported being infected while 
doing postmortems. This has resulted in an 
inquiry in the Copenhagen postmortem rooms 
as to the frequency of hepatitis among the non- 
medical personnel. It is difficult to judge the 


result of this as the personnel is not stable. In a 
certain postmortem room practically all who 
had actually taken part in postmortems had 
had the disease, while in others, where just as 
many postmortems had been done, there had 
been no cases at all. There is, however, hardly 
any doubt that these persons do run a certain 
risk. Direct questioning of laboratory personnel, 
including glass washers, has led to no certain 
results as far as supermorbidity is concerned. 

Twenty-eight doctors reported having had 
relapses. 


Discussion 


The supermorbidity among doctors caused by 
hepatitis is clearly shown in the present material. 
In reality the actual supermorbidity is probably 
greater for those engaged in the practice of 
medicine, since it was not possible to eliminate 
from the survey doctors not actively practicing. 

It is remarkable that nurses who are in close 
contact with the infectious feces, urine, etc. of 
hospital patients do not show a similar super- 
morbidity. One must seek other sources of in- 
fection for doctors, and the great importance 
of inoculation hepatitis has been _ stressed. 
Coughing and vomitus must not be ignored as 
sources of infection. 


REFERENCES 


1. Letpowitz, S., Greenwatp, L., Conen, I. and Litwins, I.: 
Serum hepatitis in a blood bank worker. J.A.M.A. 140:1331 
(August 27) 1949. 

2. Kun, C. and Warp, W. E.: Occupational virus hepatitis. J.A.M.A. 
143:631 (June 17) 1950. 

3. Sawyer, W. A., Meyver, K. F., Eaton, M. D., Bauer, J. H., 
Putnam, P. and Scuwenrker, F. F.: Jaundice in army personnel 
in the western region of the United States and its relation to 
vaccination against yellow fever. Am. J. Hyg. 40:35 (July) 1944. 

4. SHeenan, H. L.: Epidemiology of infective hepatitis. Lancet 
247:8 (July 1) 1944. 

5. Hinton, W. A.: Acute infectious hepatitis. Pub. Health Lab. 
5:2, 1947- 

6. Trumputt, M. L. and Greiner, D. J.: Homologous serum jaun- 
dice. J.A.M.A. 145:965 (March 31) 1951. 

. Ryssinc, E.: Hepatitis i Kgbenhavn II. Ugesk. f. lager 112:69, 
1950. 

8. Dant, S.: Hepatitis epidemica. Rev. san. e¢ hig. pub. 25:1, 1951. 


522 


9. Gaustap, V.: 
1951. 

10. Strgmeeck, J. P.: Hepatiten som kirurgisk yrkessjukdom. Nord. 
med. 46:1468, 1951. 

11. Spooner, E. T. C.: Epidemic of infective hepatitis in the Middle 
East. Proc. Roy. Soc. Med. 37:171, 1944. 

12. Paut, J. R. and Garoner, H. T.: Endemiologic aspects of hepati 
tis in U.S. troops in Germany 1946-50. Am. J. Med. 8:565 (May) 
1950. 

13. Marcussen, P. V.: Cessation of hepatitis among salvarsan-treated 
syphilis patients after introduction of aseptic injection technique. 
Acta med. Scandinav. Suppl. 234:227, 1949. 

14. Ryssinc, E.: Hepatitis i Kgbenhavn. I. Ugesk. f. lager 110:1099, 
1948. 

15. Bygrnepoe, M.: On variations in the frequency of acute hepatitis. 
Acta med. Scandinav. Suppl. 206:386, 1948. 

16. Medical Report for the Kingdom of Denmark 1931-49. 


Hepatitt som yrkessykdom. Nord. med. 45:946, 


POSTGRADUATE MEDICINE 


‘ 
| 


3 


CASE REPORT 


MANAGEMENT OF RESISTANT, 
NONHEALING SKIN LESIONS 


KENNETH F. LOWRY* 


Ohio State University, Columbus 


evidence and practical experi- 
ence have now accumulated on the effec- 
tiveness of chloresium in the management of 
a variety of acute cutaneous lesions, especially 
those of traumatic origin.’ Observations have 
been made on its effectiveness in promoting 
growth of healthy granulation tissue, as well as 
its ability to accelerate epithelization.” ° 

Chronic, resistant skin lesions present an en- 
tirely different problem. Occasionally the physi- 
cian may employ several methods of treatment 
without response, or there may be only tem- 
porary improvement. I wish to report 3 cases in 
which chloresium alone and in combination 
with bacitracin solution and procaine was used 
in treating 3 patients with chronic, resistant 
skin lesions: (1) an unhealed burn of the leg 
of 15 years’ duration, with an ulcer superim- 
posed on the scar; (2) a breaking-down of the 
skin of the leg in a case of elephantiasis; (3) 
an unsuccessful skin graft following a crush- 
ing hand injury. 


*DEPARTMENT OF SURGICAL RESEARCH, OHIO 
STATE UNIVERSITY, COLUMBUS, OHIO; SURGICAL 
SERVICE, STOUDER MEMORIAL HOSPITAL, TROY. 
OHIO. 
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Three cases are presented which illustrate the 
effective and gratifying response of chronic, 
resistant, nonhealing skin lesions to CHLORESI- 
um® therapy. Chloresium was found to be not 
only soothing, deodorizing and nontoxic, but 
also an active agent in restoring affected tis- 
sues to a state conducive to normal repair 
and accelerated epithelization. 


Case 1—A 53 year old farmer was first seen 
on January 7, 1949. Fifteen years earlier, he had 
suffered extensive burns on both lower ex- 
tremities as a result of a gasoline explosion. At 
that time, many blood transfusions had been 
given and repeated skin grafts had been at- 
tempted. For three years, he had been unable 
to work. The burned areas finally healed, but 
an ulcer developed on the posterior aspect of 
his left leg as a result of his prolonged bed rest. 
His physician advised him to re-enter the hos- 
pital for excision of this ulcer and for skin 
grafting, but the patient refused further hos- 
pitalization. With the exception of a few 
months in 1940, the ulcer had remained un- 
healed. The burned area remained healed only 
a few months, and a generalized breakdown 
followed. It is thought that some slight trauma 
may have initiated the breakdown. The patient 
had consulted many physicians in an attempt to 
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obtain healing of the burn and the ulcer. He 
stated that, for the last two years, he had been 
dressing the wound himself, using gentian 
violet solution and an. elastic bandage. 

A complete physical examination showed the 
patient to be in excellent health, with the ex- 
ception of the lesions on the leg. On the right 
lower extremity, including the thigh, there were 
scars from the healed burn and from the skin 
grafts; these involved the medial and posterior 
aspects of the leg and medial thigh. The inter- 
nal saphenous vein was incompetent as shown 
by the percussion test. On the left leg, there 
was an area approximately 25 cm. in length, 


involving the entire circumference, which was 
raw and weeping. This area was partly coated 
with crusts and scales of gentian violet; these 
were carefully removed after they had been 
soaked with warm sterile saline solution. Frank 
purulent material was found to have collected 
under the scales (Figure 1). Smears of this 
material showed many pus cells and a few 
gram-positive intracellular extracellular 
cocci. Culture showed the bacteria to be pre- 
dominantly Staphylococcus aureus, and there 
were a few beta streptococci. On the posterior 
calf, a large, irregular, deep ulcerating area was 
noted. This ulcer measured approximately 5 
cm. in diameter and appeared grossly infected. 

Treatment was begun on January 7, 1949, 
and continued until August 1949, when the 
lesions were considered to be entirely healed. 
The patient was ambulatory throughout this 
period and was able to carry on his farming 
activities. (It is probable that healing would 
have occurred more rapidly if the patient had 
been hospitalized or at rest.) Chloresium oint- 
ment was applied daily to the entire leg with 
the exception of the ulcerated area, which was 
treated with bacitracin. An elastic bandage was 
used as a pressure dressing over the entire leg. 
Twice a week the patient came to the office for 
dressings; otherwise he cared for the leg him- 
self at home. Considerable drainage was present 
at first, but by January 24 definite improvement 
in the appearance of the burned areas was noted. 
However, the ulcer remained quite resistant to 
therapy. 

Ultraviolet was added to the therapeutic pro- 
gram on February 25 and was given twice a 
week, after the leg had been thoroughly 
cleansed. By March 22, the anterior and medial 
aspects of the leg appeared quite improved, 


FIGURE 1, Case 1 (above, left). Unhealed burn of 
left leg of 15 years’ duration. The unhealed sur- 
face measured 25 cm. in length and involved the 
entire circumference. It was red, raw and weep- 
ing. Photograph taken on January 7, 1949, be- 
fore chloresium ointment therapy. 


FIGURE 2, Case 1 (above, right). Posterior aspect 
of leg on June 21, 1949. Except for the ulcer, 


complete epithelial regeneration had occurred 
with chloresium therapy. 


FIGURE 3, Case 1 (left). Ulcerated area entirely 
healed on August 29, 1949. 
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rigure 4, Case 2 (left). Ele- 
phantiasis of left lower extrem- 
ity on June 11, 1951. The entire 
circumference of the leg is raw 
and weeping beneath enormous 
dry, adherent scales. After soak- 
ing the scales loose, chloresium 
ointment and a pressure dress- 
ing were applied. 

FIGURE 5, Case 2 (right). Ap- 
pearance of left lower extrem- 
ity after 12 days of chloresium 
therapy, bed rest and elevation 
of extremity. 


but the ulcer remained the same as when it was 
first seen. 

A combination ointment of bacitracin and 
penicillin was applied to the ulcer, but little 
change was noted. On April 8, plain bacitracin 
was again applied. On April 12, this treatment 
was augmented with a local infiltration around 
and under the ulcer of 30 cc. of bacitracin 
(15,000 units) with Novocarn®. This caused 
moderate discomfort, but by April 15 definite 
improvement in the appearance of the ulcer 
was apparent. Thereafter only 10 cc. of baci- 
tracin and novocain was infiltrated around the 
ulcer at biweekly intervals. With the exception 
of the ulcerated area on the posterior aspect, 
the entire leg was healed on June 21 (Figure 2). 

Local infiltrations of bacitracin solution in 
and around the ulcer were continued and, in 
addition, chloresium ointment was applied to 
the ulcer itself. This treatment was continued 
until July 26, when the bacitracin infiltrations 
were stopped. By August 5, it appeared that the 
ulcer soon would be healed, and by August 29 
both the ulcer and the leg were well healed 
(Figure 3). 

Almost two years after therapy was discon- 
tinued, the ulcer showed no signs of any recur- 
rence. At present, the only medication used is a 
vegetable fat applied to the leg each morning 
to keep the skin soft and pliable. 
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The end results in this case have been most 
gratifying; however, permanent healing prob- 
ably would be more certain if a wide strip, in- 
cluding the worst of the scar, was excised and 
replaced with free skin grafts.® 


Case 2—A 36 year old housewife consulted 
me on June 11, 1951, primarily because of a 
severely infected ingrown toenail involving the 
great toe of the left foot. She stated that she 
had had elephantiasis of unknown origin in- 
volving her left leg for approximately 23 
years. The first stage of a Kondoleon operation 
had been performed in November 1944. In 
March 1945 an attempt had been made to cor- 
rect the lymphedema of the other side of her 
leg and thigh. She was to have undergone fur- 
ther surgery, but various personal problems 
made this impossible. Except for a dependent 
edema of the ankle, the patient was improved 
until November 1946, when a_ generalized 
swelling and eruption of the entire body oc- 
curred. At that time, she was hospitalized for 
a week. Following this’ episode, the skin of the 
entire left leg became weepy, raw and scaly. 
Although various methods had been utilized to 
produce healing, this condition had remained 
constant. The patient stated that recently one 
physician had advised amputation of the leg. 

General physical examination was essentially 
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negative. From the ankle to the knee on the 
left leg, the skin was raw, weeping and cover- 
ed with enormous dry scales (Figure 4). Scars 
from the Kondoleon operation were noted on 
both the medial and lateral aspects, extending 
the full length of the leg and lower thigh. 

It was apparent that the infected toenail— 
the patient’s primary complaint—could not heal 
in the presence of this tremendous edema. 
Therefore, the toenail was excised, and the 
patient was hospitalized and the left leg was 
elevated. 

Except for elevation of the extremity and the 
application of a pressure dressing, no treatment 
was begun for the raw, weeping areas on the 
left leg until June 14, 1951, when warm saline 
packs were started and continued for 24 hours. 
The scales were then removed as completely 
as possible, and chloresium ointment encased in 
washed sterile gauze was applied to the entire 
leg, which was then covered with a_ pressure 
dressing. These dressings were changed every 
other day, and fresh ointment was applied only 
to those areas where the chloresium had come 
off with the previous dressing. 

On June 26, warm saline dressings were again 
started in an effort to soften the ointment which 
had adhered to the skin. On the following day, 
all the ointment was removed by scraping with 
a tongue blade and washing with sterile saline 
(Figure 5). At this time, there was only an oc- 
casional small area which was raw and weeping, 
and the remainder of the skin was soft, pliable, 
not tender, and appeared well healed. A thin 
coating of chloresium was reapplied and cov- 
ered with a pressure dressing. 

The patient was discharged with instructions 
to continue applying the ointment to any raw 
areas that might appear, and to continue using 
the pressure dressing until she could arrange 
for further corrective surgery. 

A follow-up examination on July 18, 1951, 
revealed an increase in lymphedema of the ex- 
tremity, apparently due to the household chores 
the patient was required to do. However, with 
the exception of a few minute areas which 
appeared raw, the skin was soft, pliable and 
apparently well healed. 

Without further surgery, the prognosis in this 
case must, of course, be guarded. Nevertheless, 
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12 days of chloresium therapy accomplished a 
state of healing that was gratifying as well as 
amazing, and the patient is more comfortable 
than she has been for several years. 

Case 3—A 44 year old man had suffered a 
mangled and crushed left hand on January 30, 
1951, while working as a welder. Primary de- 
bridement was immediately performed, includ- 
ing open reduction of fractures of three meta- 
carpal bones with primary suture and drainage. 
By February 7, it was apparent that there would 
be considerable loss of skin. A definite line of 
demarcation had not yet developed and the 
skin, though very dark, was still quite adherent. 
Chloresium ointment dressings were started in 
an attempt to stimulate healing. On March 5, 
some of the necrotic skin had separated and 
was removed. By March 18, after wet dressings 
had been applied, all the necrotic skin had been 
excised. Some of the extensor tendons were ex- 
posed, and a slough had developed on the palm 
of the hand. Although this slough was repeat- 
edly trimmed away, it reappeared each time. 

Attempts were made to prepare the hand for 
full-thickness skin grafts, but it appeared doubt- 
ful that these would take. Nevertheless, on 
March 29, full-thickness grafts were accom- 
plished on the dorsal and palmar aspects. The 
grafts were covered with pressure dressings and 
the hand placed on a Universal hand splint and 
incorporated in an elastic bandage. This dress- 
ing was not changed until April 8, when all 
dressings were removed under sterile conditions 
in the emergency room. Considerable purulent 
discharge was present and it was apparent that 
some of the palmar skin graft had been lost, as 
well as some of the dorsal graft. The necrotic 
portion was trimmed away and chloresium oint- 
ment was applied with dry dressings and an 
elastic bandage. 

By April 12, it was evident that some epi- 
thelization was taking place. The drainage and 
discharge had subsided and the foul odor had 
disappeared. It was decided to continue the 
chloresium dressings, changing them every other 
day, rather than to attempt another skin graft. 
Rapid epithelization occurred. Active and pas- 
sive motion was encouraged and we were very 
gratified with the prospect of a good functional 
and cosmetic result. 
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On May 4, the patient insisted on being dis- 
charged from the hospital. Chloresium  oint- 
ment was continued, however, and the patient’s 
hand was entirely healed four or five days later. 


Conclusion 


Three cases have been presented which dem- 
onstrate an effective healing response in chronic, 
resistant skin lesions. The time involved in ac- 
complishing healing in Case 1 does not detract 
from the fact that healing did occur in a lesion 
of 15 years’ duration in an ambulatory patient 
destined to work in an unfavorable environ- 
ment. The successful healing of the ulcer can 
not be attributed to chloresium alone. While it 
played an important part, it is felt that the 
infiltrations of bacitracin solution were a definite 
factor in eventually bringing about a state of 
repair. The case actually illustrates an effective 


cooperation between both agents. Case 2 not 
only emphasizes the epithelial stimulation prop- 


erties of chloresium but also, in contrast to Case 
1, illustrates the advantages of bed rest and ex- 
tremity elevation. Finally, Case 3, while not a 
condition of long standing, is an instance of 
effective healing following an apparent failure 
to respond to skin grafting. 
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The bacitracin used in this study was supplied by C.S.C. Pharma- 
ceuticals, New York, New York. 


Teacher and Student 


“But it is a secondary matter . . . whether a school is under state or university 
control, whether the endowments are great or small, the equipments palatial or 


humble; the fate of an institution rests not on these; the inherent, vital element, 


which transcends all material interests, which may give to a school glory and renown 


in their absence, and lacking which, all the “pride, pomp and circumstance” are 
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vain—this vitalizing element, I say, lies in the men who work in its halls, and in 
the ideals which they cherish and teach.” 


—From “ Aequanimitas and Other Addresses’ by Osler. 
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SCIENTIFIC EXHIBIT 


Photography by Lawrence Toricllo; exhibit by Vincent Destro and Ruth Best, University of Illinois Medical Mlustration Studiéds, Chicago, 


Iinois. 
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ARTIFICIAL RESPIRATION 


ARCHER S. GORDON, MAX S. SADOVE, FRANK RAYMON AND A. CL IVY 


Department of Clinical Science and Department of Surgery (Anesthesiology), 


University of Illinois College of Medicine. Chicago 


penne of the near-dead poses a dilemma that has challenged man 

throughout the ages. It confronts the laity as well as the medical pro- 
fession and has stimulated proposals for an interesting (if not completely 
useful) assortment of methods for manual artificial respiration. 

In recent years numerous mechanical devices have also become avail- 
able for this purpose; these provide prolonged, efficient artificial respiration 
for the paralyzed or diseased respiratory system or for asphyxial accidents 
requiring protracted resuscitation. However, in respiratory emergencies time 
is of prime importance. Seconds count! Accordingly, the manual methods 
retain their important position as the first and crucial link between life and 
death during resuscitative crises. 

Medical personnel are charged with the responsibility of knowing the 
best methods of manual artificial respiration in order to have alternatives 
ready for any and all situations. They must also be equipped with the infor- 
mation necessary to indoctrinate the public in this field. 

Recent comparative studies of the various manual methods have clearly 
demonstrated the superiority of certain technics as well as the preferred 


method of application for each of them. 


Adapted from an exhibit shown at the annual meeting of the American Medical Association (Atlantic City). 
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HISTORICAL ASPECTS 


1. Whipping with stinging nettles, later sup- 
plemented by striking the skin surfaces with 
the hands and wet cloths, was considered 
helpful in restoring those apparently in deep 
sleep by inflicting pain. 


>», Paracelsus was first to use common fireside 
bellows to introduce air into lungs of appar- 
ently dead persons. Adaptations of this were 
used throughout Europe for 300 years. 


3. Used in’ England, Europe and 
America. Many successful cases ol 
resuseitation from drowning are re 
corded. Pressure over chest aided in 
expelling air from lungs; inspiration 
resulted when pressure was re 
moved, 


4. Swath of cloth encircled chest; 
traction by the two operators com 
pressed chest, forcing air trom lungs. 
Release of the pull permitted chest 
to expand, inducing inspiration. 


5. Operator pulled pa- 
tient on side, held him 
momentarily, then let 
him roll back. Pressure 
on back of chest ex- 
pelled air. Pressure re- 
leased by turning on 
side, causing inspiration. 


6. Raising victim by hy- 
perextension of the body 
induced inspiration; low- 
cring to ground caused 
expiration. Method of 
little value due to possi- 
bility of injury to spine. 
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SILVESTER METHOD 


(Arm-Lift Chest-Pressure 1858) 


Proposed almost a century ago, the Silvester 
method is the only one of the supine methods 
which has successfully withstood the test of time. 
The operator kneels at the head of the supine sub- 
ject and grasps the arms just above the wrists. He 
lifts the arms upward and then draws them back 
to the ground above the victim’s head. They are 
then replaced on the chest with the forearms 
crossed, and pressure is exerted almost vertically 
downward. The cycle is repeated rhythmically 
about 12 times per minute. 

This method is particularly adapted to hospital 
bed or litter patients who are most frequently in 
the supine position. It is useful for pregnant women 
and for patients who cannot be placed in the prone 
position. Its greatest disadvantage lies in the fact 
that with the supine position the tongue tends par- 
tially or completely to occlude the oropharynx in 
over one-half of the cases. 

Lifting the arms puts tension on the muscular 
and ligamentous attachments between the arms 
and chest, widens the intercostal spaces and results 
in active inspiration. Active expiration results with 
pressure on the chest. 
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SCHAFER METHOD 


(Prone Pressure -— 1903) 


The Schafer Prone Pressure Method has been 
used widely because of its ease in teaching and 
application. The subject is placed in the prone 
position with the head on the ground or on the 
back of one hand. The operator kneels astride the 
victim’s legs; he then leans forward, applying 
gradual pressure downward and cephalad on the 
flanks over the floating ribs. The viscera are forced 
against the diaphragm, resulting in active expira- 
tion. With release, passive inspiration occurs. Pres- 
sure is exerted for approximately two seconds with 
a three second release phase, giving 12 cycles per 
minute. The method can easily be applied for long 
periods of time. 

Recent studies have indicated that it is possible 
to achieve greater ventilation by using back pres- 
sure instead of prone pressure. In this modification, 
pressure is exerted on the midback (at the lower 
tips of the scapulae) with the fingers spread and 
the thumbs about an inch from the spine. The 
Schafer method, and any of its modifications, give 
only one-third to one-half as much ventilation as 
the “push-pull” manual methods in which both 
inspiration and expiration are active (Silvester, 
Arm-Lift Back-Pressure, Hip-Lift Back-Pressure 
and Hip-Roll Back-Pressure). 
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EVE ROCKING 
METHOD (1932) 


Strictly speaking, the rocking method of Eve is 
mechanical since it requires a teeter-totter device 
and a fulcrum, either provided or improvised. The 
method is manual when applied to infants and 
children who can be rocked in the operator's arms. 
The victim is placed on the rocker in the prone 
position and secured in place. The operator stands 
at the end or side and rocks him through an are 
ot 45 to 50 degrees in each direction (total arc, 90 
to 100 degrees), accomplishing 12 complete cycles 
per minute. Inspiration requires a slightly longer 
period than expiration. Movements of the viscera 
activate the inert diaphragm and actively ventilate 
the lungs. 

The subject may be placed in the supine position 
but this gives slightly less ventilation, does not 
allow drainage from the mouth, and may predis- 
pose to occlusion of the airway. 

During an emergency, vital seconds must not 
be lost in securing or improvising a rocker. A 
manual push-pull technic must be started at once; 
the Eve method can then be substituted where 
prolonged manual resuscitative procedures might 


otherwise be necessary. 
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ARM-LIFT 
BACK-PRESSURE 
METHOD 


(Holger Nielsen ~~ 1932) 


This method is a modification of the Nielsen 
technic which has been used successfully for 20 
years in the Scandinavian countries. The patient is 
placed in the prone position with the hands resting 
upon each other and the face turned to the side 
and placed upon them. The operator kneels on one 
or both knees near the victim’s head; he places one 
knee near the top of the head in order to keep the 
hands from slipping out from under the face. Grasp- 
ing the arms just above the elbows, he rocks back- 
ward and lifts them upward and toward himself 
until firm resistance is met. The arms are then 
replaced on the ground and the operator rocks 
forward, placing his hands on the midback (over 
the lower portion of the scapulae) with the fingers 
spread and the thumbs just touching at the spine. 
He then exerts pressure almost vertically down- 
ward, 

The cycle is repeated 10 to 12 times per minute 
with the lift and the pressure phases occupying 
equal times. The arm-lift causes active inspiration 
by stretching pectoral muscles, relieving weight 
from the sternum and slightly hyperextending the 


spine. Back-pressure effects active expiration. 
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HIP-LIFT 
BACK-PRESSURE 


(Schafer-Emerson-lvy — 1948) 


This “push-pull” method accomplishes greater 
ventilation than any other prone manual method, 
but is more strenuous to do. The operator kneels 
on one knee at the level of the victim’s hip. He 
straddles the victim and places his other foot near 
the opposite hip. Placing his hands beneath the 
subject’s hips (at, or just below the anterior supe- 
rior iliac spines) he lifts upward four to six inches. 
The hips are then replaced on the ground, and 
the operator places his hands on the midback (at 
the lower tips of the scapulae) with the fingers 
spread and the thumbs about one inch from the 
spine. He then rocks forward, exerting pressure 
almost vertically downward. The cycle is repeated 
12 times per minute with the lift phase and pres- 
sure phase of equal duration. A towel, belt or 
similar adjunct may be placed under the hips to 
facilitate lifting. 

When the hips are lifted the abdominal contents 
sag downward toward the floor, the diaphragm is 
drawn down, and active inspiration results. In 
addition, the descent of the abdominal contents 
creates an intra-abdominal negativity which en- 
hances the downward movement of the diaphragm. 
Lifting also hyperextends the spine, increasing in- 
tercostal spaces and enlarging the thorax. Back- 
pressure produces active expiration. 
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HIP-ROLL 
BACK-PRESSURE 


(Schafer-Emerson-lvy — 1950) 


This modification of the Hip-Lift Back-Pressure 
method gives somewhat less ventilation but was 
developed to reduce the work involved in _hip- 
lifting. The method is the same as that described 
for hip-lift back-pressure except that the victim is 
rolled up onto the knee or thigh of the operator. 
The knee on which the operator is kneeling is 
placed against the victim’s hip. The operator rolls 
to the side, elevating the distant hip four to six 
inches, and rolling the near hip up onto his knee 
or thigh. This is followed by back-pressure. 

It is essential that this roll be carefully executed 
so that both hips are elevated from the ground, 
allowing the abdominal contents to sag downward 
and resulting in active inspiration. Although the 
hip-roll is slightly less fatiguing than the hip-lift, it 
is more difficult to teach correctly and is performed 
less accurately with prolonged application. 

Inspiration and expiration result from the same 
mechanisms as in the Hip-Lift Back-Pressure meth- 
od. The cycling rate is 12 times per minute. An 
adjunct (belt, towel, etc.) may be used under the 
hip to facilitate the roll. 
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SILVESTER 


SCHAFER 

(Prone Pressure) 
EVE ROCKING 

METHOD 


ARM-LIFT 


(Nielsen) 


HIP-LIFT 


HIP-ROLL 


ADVANTAGES 


DISADVANTAGES 


(Arm-Lift Chest-Pressure) 


BACK-PRESSURE 


BACK-PRESSURE 


BACK-PRESSURE 


Excellent pulmonary ventilation. 


. Good for pregnant patients and for 


those whose injuries will not allow 
use of prone position. 

Easily applied to hospital bed or litter 
patients who are in supine position. 


Widely known and taught. 

Simple to learn and execute. 

Performed for indefinite periods of 
time. 

Uses prone position. 

Performed by anyone regardless of size. 
Numerous successes reported. 


Adequate ventilation. 


. Easy to learn and perform. 

. Can be performed for indefinite time. 
. Can be used in presence of trauma. 

. Uses prone position. 


Adequate arterial oxygen saturation. 


. Excellent pulmonary ventilation. 


Uses prone position, 

Maintains adequate arterial oxygen 
saturation. 

Not difficult to teach or perform. 


. Can be performed for reasonably long 


periods of time. 


. Twenty years’ successful use in 


Scandinavian countries. 


Excellent pulmonary ventilation. 
Uses prone position. 


. Maintains adequate arterial oxygen 


saturation, 

Not dificult to teach. 

Starting position similar to well known 
Schafer method. 

Promotes drainage from mouth. 


. Good pulmonary ventilation. 


Uses prone position. 
Maintains adequate arterial oxygen 
saturation, 


. Starting position similar to Schafer. 


Promotes drainage. 
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Patient supine; airway can become 
obstructed. 
Prevents drainage from mouth. 
. Moderately fatiguing. 
Fracture of ribs and rupture of spleen 
reported. 
Requires specially trained personnel. 
. Cannot be done in case of arm injuries. 


Tidal volumes are small. 

Fracture of ribs reported. 

Expiration active only, with passive 
inspiration. 

Found experimentally to result in lower 
arterial oxygen saturation. 


Requires mechanical device. 
Requires additional personnel to set up 
apparatus, 
Stomach contents may be poured up 
into pharynx and subsequently 
aspirated, 

. Cannot be used immediately; must 
always follow some manual method 
except in babies and infants. 


. Moderately fatiguing. 

. Cannot be done in case of arm injuries. 
Excessive pressure may result in rib 
fractures. 


Exhausting, if continued for long. 
. Cannot be done with leg and pelvis 
injuries. 


. Moderately exhausting, if continued for 
long. 
Less ventilation than hip-lift back- 
pressure and arm-lift back-pressure. 

. Cannot be done with leg, pelvis or 
back injuries. 

. Difficult to teach correct performance. 
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EFFICIENCY OF ARTIFICIAL RESPIRATION METHODS! 


WStudies reported in J.A.M.A. 144:1455-64 (December 23) 1950; J.A.M.A. 144:1447-52 
(December 23) 1950; J.A.M.A. 147:1444-53 (December 8) 1951; J. Applied Physiol. 4:403- 
495 (December) 1951. 


TIDAL VOLUME 


METHOD* 
(CUBIC CENTIMETERS PER CYCLE) 


Normal living 


PULMONARY VENTILATION Nonrigid, warm adults 


corpses** curarized-anesthetized 
to apneat 
Resting Control --- | 680 
Prone Pressure (Schafer) 185 485 
Prone Rocking (Eve) 300 751 
Hip-Roll Back-Pressure 403 | 967 
Arm-Lift Chest-Pressure (Silvester) | 520 | 1,136 
Arm-Lift Back-Pressure (Nielsen) 580 | 1,056 
Hip-Lift Back-Pressure | 530 | 1,141 


*All methods are ‘‘push-puli’’ except Schafer Prone Pressure (push only); Eve Rocking 
Method is a mechanical method in these tests. 


**All methods performed on 26 nonrigid warm corpses within 90 minutes after death. 


tValues obtained on 26 normal adult males, ages 21 to 34, rendered totally apneic 
with mixtures of curare agents and anesthetic drugs. 


MEAN ARTERIAL 
METHOD* OXYGEN SATURATION 


CIRCULATORY EFFECTS (PERCENTAGE) 


(at end of 15 minute performance periods 67 
on normal adults curarized-anesthetized Prone Rocking (Eve) ..... 92 
to total apnea) Hip-Roll Back-Pressure 94 
Arm-Lift Back-Pressure (Nielsen) .......... 


*Comparative studies performed with each method: Schafer, 9 cases; Arm-Lift Back- 
Pressure, 11 cases; Hip-Lift Back-Pressure, 9 cases; Hip-Roll Back-Pressure, 4 cases; Eve, 
4 cases. 


**In 3 of g cases, inadequate results with Schafer Prone Pressure; method stopped 
before end of 15 minute test period due to cyanosis of subject. All ‘‘push-pull’’ methods 
adequate for full 15 minute periods. 


AV ERAGE AVERAGE 


* TOTAL EXPIRED OXYGEN CONSUMPTION 
METHOD 


VOLUMI Subic centimeters/ 
FATIGUE OF OPERATOR 


(Liters /minute) minute) 
(at end of 10 minute performance period) 

esting Cc 322 
Prone Pressure (Schafer) 17.17 873 
Arm-Lift Chest-Pressure (Silvester) 22.76 1,162 
Arm-Lift Back-Pressure (Nielsen) 22.81 1,165 
Hip-Roll Back-Pressure 22.96 1,37 
Hip-Lift Back-Pressure 32.86 | 1,62 


*Each method performed for 10 minutes by each of nine operators (seven male, two 
female) on one of three average-sized anesthetized male subjects. Rest period of 30 minutes 
between performance of each method. Methods rotated in order of performance. 
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ediatrics 


SUBDURAL HEMATOMAS 
IN INFANTS 


LYLE A. FRENCH* 


University of Minnesota Medical School, Minneapolis 


hematomas 
in infants, if left 
untreated, may pro- 
duce serious mental re- 
tardation, convulsive 
disorders and cerebral 
palsies. Such sequelae 
generally can be averted 
by surgical removal of 
the hematoma. The 
physicians who first see 
these children are those 
doing general practice or pediatrics, so that the 
necessity of their early recognition of the lesion 
is apparent. The purpose of this report is to em- 
phasize the relative frequency and to outline 
the diagnostic and therapeutic features of sub- 
dural hematomas in infants. Included are the 
data on 35 infants treated for subdural hem- 
atomas at the University Hospitals, Minneapolis. 


L. A. FRENCH 


Incidence 


For some reason there were few reports in the 
literature on subdural hematomas in infants 


*DIVISION OF NEUROSURGERY, UNIVERSITY OF 
MINNESOTA MEDICAL SCHOOL, MINNEAPOLIS, 
MINNESOTA, 
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IN GENERAL PRACTICE 


For general practitioners, who handle 
more than 85 per cent of all pediatric care, 
Postcrapuate Mepicine presents 
authoritative, up-to-date summaries, pre- 
pared by specialists in pediatric problems. 


until 1930 when Sherwood! reviewed 9 cases. 
Two years later, Peet and Kahn? also reported 
g cases. Following this there were occasional 
reports (Naffziger and Brown,* Coblentz,' 
Rogatz”); but it was not until 1944, when Ingra- 
ham and Matson® reported 98 cases, that the 
lesion became well recognized and delineated 
clinically. Subsequently, Siatten* reported 28 
cases in 1948 and Elvidge and Jackson* reviewed 
55 cases in 1949. The 35 cases included in this 
report were encountered over a five year period 
from 1947 to 1951. In the previous five years 
only 4 cases were encountered. This increased 
frequency is attributed to greater cognizance of 
the lesion with resultant inclusion of it in the 
differential diagnosis of pediatric problems. It 
seems that the frequency of subdural hema- 
tomas in infants is largely proportional to the 
intensity with which they are sought. 

The majority of cases reported in the litera- 
ture not only have been in children under 1 
year of age but also most of them have occur- 
red in children under the age of 6 months (In- 
graham and Matson,® Statten‘). Figure 1 shows 
the age incidence of the 35 cases included in this 
report. The youngest patient was 2 weeks old 
and the oldest 12 months. The average age was 
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AGE FREQUENCY OF SUBDURAL HEMATOMAS IN INFANTS 


Number 
8 


8 9 10 iT 12 (Age in Months) 


FIGURE I 


6 months. The majority were detected between 
the third and sixth months of life. 


Etiology 


In 1857, Virchow® gave the first clear descrip- 
tion of the structure of subdural hematomas 
and of the encompassing membrane. He con- 
cluded that the condition was primarily an 
inflammatory reaction of the dura with subse- 
quent organization of the inflammatory mem- 
brane. Secondarily, hemorrhage occurred in this 
organized area, producing the hematoma. This 
was the classic “pachymeningitis hemorrhagica 
interna chronica.” Finkelstein,’’ in 1911, de- 
scribed the histopathology of 6 cases and also 
related the cause to infection. However, in 
1934, Leary" extensively restudied the problem 
and concluded that trauma, not infection, was 
usually the inciting cause of the hematoma. 
Ingraham and Heyl,'* in 1939, agreed that 
trauma was undoubtedly the basic causative 
factor but postulated that poor nutrition was 
certainly a predisposing condition. Ingalls’* re- 
ported on 8 infants with subdural hematomas 
and all had evidence of scurvy. 

For several years it was felt that scurvy, vita- 
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min K deficiency or any other disease giving 
rise to a bleeding diathesis increased the possi- 
bility of clot development. This, of course, is a 
logical deduction and difficult to disprove. How- 
ever, Heilig, et al.’* pointed out that in Ingalls’ 
cases, no vitamin C levels were obtained and 
that the malnutrition may well have been an 
effect rather than the cause of the hematomas. 
In any event, it is now well agreed that trauma 
is the immediate causative factor. In over 50 per 
cent of Ingraham and Matson’s cases there was 
a definite history of trauma and in 30 per cent 
of their cases the trauma was sustained at birth. 
This high frequency of birth trauma was ob- 
served also by Statten and by Chase.'’ Chase, 
in fact, quite convincingly demonstrated that 
molding of the infant’s head during delivery 
produced tension on the intracranial soft parts, 
rupture of the delicate veins bridging from the 
dura to the cortex, and laceration of the falx or 
tentorium along with the contained vessels, with 
production of the hematoma. Rupture of vessels 
in midline structures such as the falx or ten- 
torium may explain the frequent bilateralness of 
the hematomas in infants. 

Postnatal trauma undoubtedly is more fre- 
quent than a history might elicit because of the 
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nature of the trauma. A blow on the head by a 
small, rapidly moving object may produce a 
lacerated scalp or a depressed skull fracture but 


seldom hematomas. However, when a_child’s 
om head hits the floor, there may be a general shift- 
ing of the cranial contents forward or backward 
with tearing of the bridging veins and a hem- 
: atoma produced. This sort of injury happens so\ 
es, often to children that it is obvious a hematoma 
. cannot be ascribed to a specific fall. 
i In this series of 35 patients, 8 of the mothers 
* had difficulty at the time of delivery; in 2 of 
the 8 cesarean sections were performed because 
of an infant-pelvic disproportion. Three of the 
patients were ones of twins. In 5 patients, there 


was a definite history of postnatal trauma. In 
6 there was evidence of an infection other than 


in the central nervous system; and in 4 there 
was a history of antecedent central nervous 
system infection. In none of these patients was a 
vitamin deficiency apparent clinically nor was 


there evidence of such on laboratory testing, 
although tests were carried out in only 18 of 
the 35 patients. 


TABLE 1 


PossipLe Ertococic Facrors In Parienrs 
wirn Suspurar Hemaromas 


Hlistory or findings of infections other than C.N.S. ..... 6 
Upper respiratory infection I 

2 

TOTAL, se 35 


Symptoms and Signs 


There is no absolutely characteristic clinical 
picture of subdural hematomas in infants but 
there are certain symptoms and signs that should 
make one alert to the diagnosis. The commonest 
a of these are enlarging head, bulging fontanelle, 
convulsive seizures, vomiting or persistent feed- 


ing problems, irritability or undue drowsiness 
-: and paresis of extremities. The triad emphasized 
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by Ingraham and Matson® should make one 
immediately suspicious of a hematoma: (1) 
Failure to gain weight’ normally, refusal of 
feedings, hyperirritability or irregular tempera- 
ture swings, accompanied by (2) an abnormal. 
ly increasing head circumference, and (3) his. 
tory of difficult labor or delivery. 

The symptoms and signs presented by this 
series of 35 patients are shown in Table 2. Some 
patients had more than one presenting symptom 
or sign. 


TABLE 2 


SyMPTOMS AND Sicns or 


SYMPTOM OR SIGN 


NO. PATIENTS 


There is nothing characteristic about the type 
of vomiting. It may or may not be of a forceful 
projectile type. It often occurs immediately alter 
food ingestion and this can be very disconcert- 
ing when it occurs in a child who takes food 
poorly, 

The seizures may vary from short petit mal 
to prolonged grand mal attacks. Often the sci- 
zures, if focal, are followed by a_postseizure 
palsy of the involved extremity. 

The increase in head size usually is not great. 
In this series it averaged only 2.1 cm. above the 
normal. The important feature is a combination 
of increased head size and either bulging fon- 
tanelle or one of the other symptoms listed. It 
is emphasized that by no means do all infants 
with subdural hematomas have enlarged heads 
nor do they all have bulging fontanelles. In this 
series, 14 of the 35 infants had normal head cir- 
cumferences. It is believed the enlarged head is 
due not so much to the mass of the hematoma 
as to the presence of an associated hydrocepha- 
lus. The hydrocephalus results from blockage by 
the hematoma of the subarachnoid spaces over 
the cerebral hemispheres, thereby preventing 
absorption of the cerebrospinal fluid. 
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Diagnosis 


The diagnosis of a subdural hematoma in an 
infant is established by puncture of the subdural 
space. These punctures should be made with 
a short beveled No. 20 lumbar puncture needle 
containing a stylet. The needle should be in- 
serted at the lateral angle of the anterior fon- 
tanelle and directed laterally or posteriorly. It 
should pierce obliquely through the skin, galea, 
periosteum and dura. Care must be taken to 
avoid traumatizing the cortex. The needle point 
should be advanced slowly and the stylet fre- 
quently withdrawn to prevent too deep pene- 
tration. All lateral motion of the needle must 
be avoided. With such precautions, the proce- 
dure is relatively safe. In a normal infant only 
afew drops to a cubic centimeter of fluid, under 
no tension, will be obtained. The presence of 
xanthochromic or pink, blood-tinged fluid in 
amounts greater than 3 or 4 cc. is abnormal. 
Occasionally this abnormal fluid will spurt out. 
At times it will appear to be under no increased 
pressure. The reason for the latter instance is 
that in infants the unfused sutures permit the 
cranium to enlarge, thereby preventing appreci- 
ably increased intracranial pressure. 

The presence of blood-tinged fluid is indica- 
tion of recent hemorrhage. Xanthochromic fluid 
is evidence of old hemorrhage. The xantho- 
chromia is due to the breakdown of hemoglobin 
pigments. 

Lumbar spinal fluid and ventricular fluid in 
these children are normal in color and protein 
estimation in contradistinction to the abnormal 
hematoma fluid. The majority of subdural 
hematomas are extremely large and extend over 
the entire posterior frontal, parietal, superior 
temporal and anterior occipital lobes so that a 
laterally directed needle through the anterior 
fontanelle will encounter the hematoma. Occa- 
sionally a hematoma will be located only over 
the frontal region, as in one infant in this series, 
or over the occipital region, as in another. In 
this instance the diagnosis can be established by 
directing the aspirating needle anteriorly from 


-the anterior fontanelle or by inserting it through 
. \ 
the lambdoid suture. It is advisable to make 


lambdoid suture punctures in infants strongly 
suspected of having hematomas and in whom 
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the usual punctures do not reveal the hema- 
toma. If, after subdural punctures, there is a 
question of the presence of a hematoma, trephine 
holes are made to establish the diagnosis more 
certainly. If at that time a hematoma is found 
and the patient is in good condition, a crani- 
otomy is performed and the hematoma removed. 

Roentgenograms of the skull are always made. 
Not only do they help in demonstrating a frac 
ture line if present, but also they may be useful 
as collaborating evidence of the presence of 
increased intracranial pressure. The presence of 
abnormal calcification, as in toxoplasmosis, may 
establish the correct diagnosis. 


Treatment 


Aspiration of the subdural space can be done 
to relieve temporarily the increased intracranial 
pressure but is not of much value as a method 
of cure of the hematoma. The aspirated fluid 
reaccumulates within 24 hours. To obtain a 
permanent cure it is necessary to remove the 
encompassing membrane. The one possible ex- | 
ception to this is in acute subdural hemorrhages 
in which fresh and unclotted blood is with- 
drawn. In these instances no membrane has de- 
veloped because of the acuteness of the hemor- 
rhage. Ingraham and Matson® performed daily 
subdural aspirations on alternating sides, for a 
period of 10 to 14 days, in an attempt to keep 
the intracranial pressure close to normal while 
the infant’s general physical condition was built 
up to a point permitting a craniotomy. There is 
no question that this is an important factor in 
reducing the previously reported high mortality. 

A permanent cure in these infants can be ob- 
tained by performing a craniotomy and remov- 
ing the encompassing membrane. The procedure 
considered best is to make a trephine hole over 
the suspected hematoma and, if a lesion with 
its membrane is encountered, to turn the head 
and made a trephine hole on the opposite side. 
If a hematoma and membrane are encountered, 
a very large osteoplastic craniotomy is performed 
and both the inner and outer membranes re- 
moved. It is necessary to remove all the outer 
and inner membranes because unremoved mem- 
branes will prevent the brain from expanding 
and will permit reaccumulation or recurrence of 
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the hematoma. Because these hematomas often 
extend over the entire hemisphere it is empha- 
sized that the craniotomy must be very large. 
About 10 days later the hematoma and mem- 
branes are similarly removed from the opposite 
side. 

The children seem to tolerate these procedures 
well. Preoperatively an infusion of glucose or 
Ringer's solution is established; blood lost is 
replaced during the operation. Anesthesia used 
is local procaine, 1 per cent, supplemented by 
rectal PENTOTHAL sopiuM.® 

In the 35 patients reported on, 25 (71 per cent) 
had bilateral hematomas. The lesions were lo- 
cated over the entire hemisphere in 29 (83 per 
cent), over only the parietal area in 4 (11 per 
cent), over the frontal area in 1 (3 per cent), 
and over only the occipital area in 1 (3. per 
cent). 

There was a well established inner and outer 
membrane in 25 (71 per cent), an outer mem- 
brane only in 5 (14 per cent). In 2 cases (6 per 
cent) there was a well established inner and 
outer membrane on the other side. In 3 cases 
(y per cent) there were no demonstrable mem- 
branes. There was a definite correlation between 
the absence of membranes and an infection as 
the causative factor. It has been found that 
meningoencephalitis due to Hemophilus in- 
fluensae is often with —loculated 
subdural effusions, some of which contain xan- 
thochromic — fluid 
hematomas except for the presence of a well 


associated 


resembling — post-traumatic 
established, encompassing membrane. 

The direct operative mortality in this. series 
was t (3 per cent). This patient died of blood 
loss during the procedure. Two patients (6 per 
cent) developed an osteomyelitis of the bone 
flap; in both the infection subsided under 
chemotherapy. 


Prognosis 


The prognosis following removal of subdural 
hematomas is good. Twenty of the thirty-five 
patients in this series were followed closely for a 
period varying from a year to five years. The 
average follow-up period was 3.4 years. At- 
tempts were made at the final follow-up exam- 
ination to evaluate the children with regard to 
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both mental and physical capabilities. Fifteen of 
the twenty were considered to be normal or 
above normal in this regard. Twelve of these 
fifteen were less than 6 months of age at the time 
of removal of the hematoma. Five of the twenty 
were subnormal according to the examinations, 
Of these, 3 were less than 6 months of age at 
the time of operation. 

Convulsive seizures occurred prior to opera- 
tion in 10 of the 20 children followed for more 
than a year. Two of these had seizures persistent 
after operation. Invariably, the symptoms of 
vomiting, increased head size, increased irrita- 
bility, lethargy, feeding problem, etc., disappear- 
ed after surgery. In one child of this series, there 
was a residual hemiparesis. 


Summary 


Data are presented on 35 infants treated for 
subdural hematomas. These lesions are quite 
frequent in children under 6 months of age. 
There are no absolute diagnostic criteria but 
there are several clinical features suggestive of 
these lesions. When the diagnosis is suspected 
it can be established by aspiration of fluid from 
the subdural space. The most feasible treatment 
at present is to perform a large craniotomy 
with removal of the hematoma and all the en- 
compassing membranes. The prognosis after 
such therapy is given. 
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PEDIATRICS IN GENERAL PRACTICE 


RESPIRATORY EMERGENCIES 
IN THE NEWBORN 


LEON J. LEAHY AND JACK W. HERRMANN 


Buffalo, New York 


purpose of this 
article is not to dis- 
cuss resuscitation in 
newly born infants with 
anoxia from obstetric 
and anesthetic causes, 
but rather to consider 
the congenital defects 
and other causes of re- 
spiratory distress ame- 


nable to surgical correc- L. J. LEAHY 
tion. Resuscitation in 

the newborn has been thoroughly evaluated in 
recent excellent articles by Fletcher and Rogers! 
and Cappe and Pallin.* 

Among the more common conditions caus- 
ing hypoxia and respiratory embarrassment in 
the newly born child and young infant are 
gastrogenic or enterogenous cysts of the medias- 
tinum, diaphragmatic hernia and eventration, 
tracheoesophageal fistula, pulmonary cysts and 
atelectasis. 


Gastrogenic and Enterogenous 
Cysts of the Mediastinum 


Mediastinal cysts have linings which indicate 
their origins from multiple sources; bronchial, 
esophageal, gastric and enteric types of mucosal 
combinations are found. Cysts with gastric 
mucosal lining are usually larger and produce 
severe symptoms, while those of esophageal 
origin tend to be smaller and more compatible 
with life (Figures 1 and 2). 

Up to 1947, 74 cases of intrathoracic cysts of 
foregut origin were reported.’ In 27, the lining 
Was gastric or intestinal in type. It is significant 
that the oldest child in this group was 3 years 
and g months of age. This implies that these 
cysts exert an exceedingly dangerous influence 
on the child. Operative intervention was under- 
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taken in 16 cases, with a successful outcome in 
8. Since then, 6 more operative recoveries have 
been reported.’ 

The symptoms are those of pressure in the 
mediastinum—cough, cyanosis, dyspnea and re- 
gurgitation of food. More specifically, the pres- 
sure may be on the bronchus, in which case 
there will be atelectasis, obstructive emphysema 
and occasional hemoptysis. If the child lives 
long enough, recurrent pneumonia and bron- 
chiectasis occur. 

The diagnosis should be made by other meth- 
ods than aspiration of the cysts as this may lead 
to infection or pneumothorax. Immediate exci- 
sion of the cysts is the safest course to follow. 
Ladd and Scott have pointed out that mar- 
supialization may be necessary in certain cysts 
that have a muscular wall in common with the 
esophagus. Later these authors accomplish de- 
struction of the cyst lining.’ 


Diaphragmatic Hernia 


The diaphragm is formed in embryonic life 
by the gradual fusing of the ventral transverse 
septum with the dorsal mesentery to make an 
anteroposterior ridge. The posterolateral por- 
tions bilaterally remain open longest and are 
called the pleuroperitoneal canals or foramens 
of Bochdalek. Eventually, pleura covers the 
superior surface, peritoneum covers the inferior 
surface and muscle fibers develop between the 
two, forming a solid septum (Figures 3 and 4). 
This is the most common location for congenital 
hernia, which is seen niore frequently on the 
left than on the right. Most hernias do not con- 
tain a sac, having occurred before the bridging 
of pleura and peritoneum. Hernias on the left 
may contain stomach, spleen, small intestine and 
large intestine. Those on the right contain liver 
and small and large intestines. The esophageal 
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hiatus and foramen of Morgagni (retrosternal 
area) are also potential areas of herniation. 

Cyanosis, dyspnea and vomiting are the most 
common. findings. According to Harrington, 
many infants born with these congenital her- 
nias die in the first few hours or days of life 
due to respiratory or cardiac embarrassment be- 
fore surgical intervention can be instituted.* The 
abdominal contents may be drawn into the 
thoracic cavity as soon as the infant: starts to 
cry, if they are not already there at birth, and 
suffocation may occur in a matter of minutes 
or hours. Physical findings are those of atelec- 
tasis and mediastinal shift. 

Peristalsis may be audible in the chest. Diag- 
nostic thoracentesis is again mentioned only to 
be condemned. It is performed very frequently 
in this condition before the diagnosis is made 
and can lead to infection, empyema, fistula and 
death. Donovan reports a case in which the 
chest was tapped 15 times.” Roentgenograms 
are diagnostic and show the presence of gas 
bubbles, collapsed lung and displacement of the 
heart away from the affected side. Contrast 
material in the gastrointestinal tract is seldom 
indicated to make the diagnosis. 

Congenital diaphragmatic hernia demands 
surgical repair as soon as possible because of 
the progressive increase in the complications and 
technical difficulties of an operation. In delayed 
surgery the replacement of the abdominal viscera 
causes a marked increase in intra-abdominal 


FIGURE 1. Anteroposteri- 
or (left) lateral 
(right) films taken im. 
mediately prior to  sur- 
gery in an infant with 
gastrogenic cyst. 


FIGURE 2. Resected gastrogenic cyst. 


pressure because of inadequate development of 
the abdominal cavity and progressive enlarge- 
ment of the diaphragmatic opening. It is impor- 
tant to secure a negative intrathoracic pressure 
at the completion of surgery so that no medi- 
astinal shift occurs. 

The operative mortality has steadily declined 
so that now a large number of these infants 
are restored to a normal status. 


Eventration of the Diaphragm 


Eventration is defined as an abnormally high 
or elevated position of one leaf of the diaphragm 
as a result of paralysis, aplasia or atrophy of the 
muscle fibers with no break in the continuity 
of the leaf. It produces symptoms of cyanosis 
and dyspnea and usually occurs in the left hemi- 
diaphragm (Figures 5 and 6). 

Surgical correction by resection and repair or 
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plication is necessary to correct this condition. 
Three successful cases have been reported in the 
past two years." 


Tracheoesophageal Fistula 


In early fetal life, the esophagus and trachea 
are a common tube which becomes divided by 
the ingrowth of mesoderm before the third 
month. Vacuolization occurs in the solid esoph- 
ageal cord formed by the concrescence and pro- 
liferation of the epithelial lining. The vacuoles 
coalesce and restore the lumen. An arrest in the 
development or failure of the mesoderm to com- 
pletely separate the esophagus from the trachea 
results in tracheoesophageal fistula. Failure of 
the vacuoles to coalesce results in atresia of the 
esophagus. 

Newborn infants who have cyanotic spells 
shortly after delivery, breathe poorly and have 
an excessive amount of mucus in the mouth 
should be suspected of having this condition. 
Attempt to pass a catheter through the esoph- 
agus is unsuccessful. Roentgenograms with the 
introduction of a few drops of Liptopo.® 
through a catheter into the upper pouch is an 
added diagnostic aid. In type III (the most 
frequent variety in which there is a_ blind 
proximal esophageal pouch and a fistula between 
the distal esophagus and the trachea) air will 
be seen in the stomach and no lipiodol enters 
the stomach. The other four types may be dif- 
ferentiated with the aid of lipiodol (Figure 7). 

By the time the diagnosis is made, many of 
these infants have pneumonia due to aspiration 
of saliva and liquids or atelectasis from bron- 
chial occlusion. These babies frequently are un- 
derweight, premature and have other coincident 
congenital deformities. 

The most rational procedure for the correc- 
tion of this anomaly is an intrathoracic restora- 
tion of the esophageal continuity. Leven" and 
Ladd’ in 1938 each saved the life of an infant 


FIGURE 3. Anteroposterior (top) and lateral 
(center) films of congenital diaphragmatic 


hernia. 


FiguRE 4 (bottom). Postoperative film of 


diaphragmatic hernia. 
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by tying off the distal end of the esophagus 
and exteriorizing the upper end. Haight and 
Towsley" were the first to suture the ends of 
the esophagus successfully. Since then a_ better 
understanding of the problem, earlier diagnosis 
and earlier operative correction have helped to 
reduce the surgical mortality and added much 
to the successful care of these infants. 


Pulmonary Cysts 


The derivation of these cysts from malformed 
bronchi is clearly indicated because of the bron 
chial type epithelium, cartilage, smooth muscle 
and elastic tissue in the wall. Usually the small 
peripheral bronchi have failed to establish a 
communication with the air spaces and there 
fore the cysts are almost invariably peripheral. 
When the connection with the bronchial tree is 
tortuous, air may be trapped within the cyst 
producing a great increase in size. This expand 
ing type of lesion within the chest may cause 
severe displacement of the mediastinal organs 
as well as pulmonary compression, Cyanosis 
with rapid, tugging, inefficient respirations from 
the compression in the first few days or weeks 
of lite demands immediate relief (Figure $). 

The diagnosis is based on the roentgeno 
graphic appearance of the lesions, which is usu 
ally quite obvious. Other lesions to be ruled out 
are pulmonary abscess, spontaneous pneumo 
thorax or pyopneumothorax, empyema, tuber 
culous cavity, diaphragmatic hernia and em 
physema. 

Aspiration is a dangerous procedure as_ it 
may lead to infection or tension pneumothorax 


and at best is litthe more than a temporizing 
procedure. Marsupialization has been accom. 
plished but leaves an avenue open for subse- 
quent infections and necessitates further surgi- 
cal measures. Pulmonary resection is the ideal 
type of treatment, in the form of either lobec- 
tomy or pneumonectomy. Mere excision of a 
cyst in infancy is fraught with danger because 
of multiple bronchial communications and hem- 
orrhage. Several successful cases have now been 
reported and the results have been uniformly 
good." Occasionally cysts are bilateral, although 
the majority are unilateral, so that one must be 
certain of this point before any resection is 
contemplated. 


Atelectasis 
Farber and Wilson'® attribute primary 


pathogenesis of initial atelectasis to a cohesion 
of the moist surfaces of the air passages in the 


Figure 5 (/eft). Roentgenogram taken 
nine days after birth showing eventra 
tion of diaphragm. 


FicurE 6 (right). Roentgenogram 
taken to days postoperatively. 


FicurE 7 (above). Roentgenogram ol 
tracheoesophageal fistula showing cath 
eter inserted as far as possible in 
proximal pouch. Note gas in stomach 
and intestine. 
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rigure & Pre- (deft) and postpneu- 
monectomy (77ght) films of infant 
with cystic disease of the left lung. 
There is marked emphysema of the 
entire left lung with large bleb 
formation, particularly at the base. 
The heart and mediastinum are 
shifted to the right. 


ricure (left). Film of newborn 
infant’ showing atelectasis of the 
left lung. 

Figure 10 (r7ght). Film two days 
later showing gradual clearing in 
left lung field following conserva- 
tive therapy. 


collapsed lung. Imperfect development of the 
respiratory center and thorax are considered 
secondary contributors. 

The disease frequently occurs in premature 
infants and may not appear until several hours 
alter delivery. There usually is retraction of the 
area of attachment of the diaphragm to the ribs 
and sternum and at the suprasternal notch. 
Cyanosis which develops shortly after the child 
is removed from oxygen and is quickly relieved 
by its readministration is an important sign. 
A respiratory grunt frequently is present and 
breathing which is mainly abdominal is shallow 
and rapid. Roentgenograms may confirm the 
diagnosis (Figures 9 and 10). 

Many of these infants are improved by con- 
servative and supportive treatment in a few 
days; after this time, if there is a progression 
of cyanosis, the outcome usually is fatal and it 
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is in this type of case that thoracotomy has 
something to offer. If, after oxygen administra- 
tion, tracheal suction, gastric aspiration and 
bronchoscopic aspiration, the infant shows no 
improvement, Berglund and Eder'® believe 
thoracotomy under positive pressure may be in- 
dicated. The pressure is applied through a 
tightly fitting face mask after opening the 
chest. The atelectatic areas may be seen to ex- 
pand and the authors feel that similar areas in 
the other hemithorax expand the same way be- 
cause the mediastinum shifts. They recently 
have reported 3 successful cases. 


Conclusions 
The more common respiratory emergencies 


of the newborn have briefly been presented. It 
behooves the pediatrician and general practi- 
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tioner to recognize these conditions early so 
that proper surgery may be instituted before 


aspiration pneumonia and other complications 


occur. Other less common congenital defects, 


such as failure of sternal fusion with herniation 


of the pericardium,'’ absence of the anterior 


mediastinum,'*® and so forth, are amenable to 


surgery and are now being operated on success 


fully. 


During the past 10 years improved anesthesia, 


antibiotics, earlier surgery, better operative tech 
nics and a better understanding of the prob 


lems involved have lowered the mortality in 


this field tremendously and even greater a 


complishments may be anticipated in the future. 
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THE CONSULTATION—Woodcut, 1516, from Panthaleon’s Pillularium, Pavia. 
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GENERAL PRACTICE 


ALLERGIC DERMATOSES 


DUE TO DRUGS 


MARION B. SULZBERGER* AND VICTOR H. WITTEN** 
New York University-Bellevue Medical Center, New York City 


N” only dermatolo- 


gists, but also phy- 
sicians in general are 
now recognizing the 
ever-increasing inci- 
dence of dermatoses due 
to drugs. The modern 
practitioner is confront- 
ed daily with a flood of 
pharmaceutical _litera- 
ture and samples of the 
myriads of new drugs 


or medicinal combinations which reach 
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This department offers the latest, proved 
methods for the treatment and manage- 
ment of commonly encountered conditions 
based on the extensive experience of the 
physicians who prepare these summaries 
especially for Postcravuate Mepicine. 


V. H. WITTEN 


market either as _pro- 
prietaries or for pre- 
scription. This is but 
one index of the ever- 
waxing exposures of the 
public to the antibiotics, 
antiseptics, analgesics, 
antihistaminics, antico- 
agulants, vitamins, hor- 
mones, sedatives and 
soporifics, as well as to 
innumerable other kinds 


of medicaments. While the beneficial effects 


which have resulted from these increased ex- 
posures to drugs are indubitable and incalcu- 
lable, the incidence of undesirable effects has 
also multiplied many times. Almost every issue 
of current medical journals contains an article 
or note calling attention to an untoward reac- 
tion resulting from the use of some drug. 


Incidence 


Because many cases still are unrecognized by 
the patient and undiagnosed by the physician, 
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any current statistical survey of the incidence 
of drug eruptions falls far short of the true 
figure. In an excellent review of the recent 
literature Beerman' in 1949 quoted several of 
the older statistical estimates on the incidence 
of dermatoses due to drugs. At the University 
of Kansas Hospital, Richard Sutton, Sr. (1935) 
found the ratio of drug eruptions to all illnesses 
to be 1:2000 (0.05 per cent); of 4000 patients 
seen in his private dermatologic practice, the in- 
cidence was 1:310 (0.32 per cent). Abramowitz 
(1938) reviewed the admissions at the Skin and 
Cancer Unit of the New York Post-Graduate 
Medical School and Hospital.* He found that, 
among 56,634 new patients, 1 in 65 (0.15 per 
cent) presented a drug eruption. 

These figures are not an accurate index of the 
importance of drug eruptions, either in clinical 
respects or in regard to their fundamental re- 
search aspects—any more than the importance 
of poliomyelitis is shown by its low incidence 
among diseases, even among the infectious dis- 
eases. The varied signs and symptoms which 
characterize drug reactions make them not only 
difficult problems but also most instructive fields 
for clinical observations; and the many basic 
mechanisms which they present for study have 
offered some of the most direct and most pro- 
ductive avenues for elucidating fundamental 
phenomena. In addition to their scientific and 
research aspects, the importance of drug erup- 
tions is augmented by the serious, long-lasting 
incapacity and even fatalities which are not un- 
usual results of exposures to drugs. 

Many of both the mild and the serious reac- 
tions are due to allergy to the drugs rather than 
to their toxic and poisonous action. Moreover, 
among both the grave and the mild reactions to 
medicaments, those of the skin are in all likeli- 
hood the most common. In dermatologic prac- 
tice scarcely a day passes without some orally 
or parenterally administered drug being sus- 
pected or incriminated as causing a presenting 
dermatosis. 

Eruptions from drugs (including allergic 
drug eruptions or allergic dermatitis medica- 
mentosa) may take on the appearance of almost 
any dermatologic entity and, in addition, pro- 


*Now the New York University Post-Graduate Medical School and 
the Skin and Cancer Unit of the University Hospital. 
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duce their own peculiarly characteristic forms 
as well as many atypical and puzzling pic- 
tures.” * It is well known that topically applied 
medications are among the most frequent causes 
of an allergic eczematous contact dermatitis and 
that this, in turn, is probably the most common 
form of drug eruption. This report will not 
include the vast field of allergic dermatoses fol- 
lowing external contacts with topical medica- 
ments but will deal only with drug eruptions in 
the narrower sense—i.e., with those eruptions 
which follow the ingestion, parenteral admin- 
istration, inhalation or other systemic entry of 
drugs. 

Drug eruptions vary from mild, hardly  sig- 
nificant eruptions to severe and even fatal der- 
matoses. The clinical lesions may be absent (the 
patient suffers only pruritus or other sensory 
disturbances); they may be single or few, or 
the entire cutaneous surface, as well as the 
mucous membranes, may be involved. In addi- 
tion to the skin, other organs and systems also 
may be affected; for example, blood changes, 
fever, delirium and shock may be present. The 
well known fact that fatal reactions to drugs are 
not altogether uncommon is illustrated in a 
recent article by Flaxman® which reviews the 
reports of 107 drug fatalities appearing in the 
literature since 1946. Several of these deaths 
occurred in patients presenting drug eruptions: 
in one instance a fulminating bullous dermatitis 
from MESANTOIN®; in 6 other cases, fatal ex- 
foliative dermatitis from penicillin; as well as 
several instances of dermatitis and stomatitis 
with lethal outcome from streptomycin. 

While much could be added concerning erup- 
tions from all drugs—both old and new—it 
seems desirable first to discuss some of the reac- 
tions to certain newer medicaments. 


Anticonvulsants 


Most physicians are now familiar with the 
dermatoses which may follow the use of newer 
anticonvulsants such as mesantoin and DILANTIN 
soptuM® (both hydantoin derivatives) and of 
TRIDIONE® (structurally related to mesantoin). 
The occurrence of these eruptions was not un- 
expected in view of the close chemical relation- 
ship of these recently introduced agents to 
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nirvanoL® and their somewhat more distant 
relationship to phenobarbital. Greenhouse and 
Lehr!’ reported a case of mesantoin sensitivity 
with mucous membrane involvement of all body 
orifices, in addition to a multiform skin erup- 
tion with hemorrhagic vesicles and bullae. In a 
review of 1,539 cases of epilepsy treated with a 
new anticonvulsant, pHENURONE® (phenacetyl- 
carbamide), Tyler and King"! found 79 patients 
(5 per cent) who developed skin rashes, includ- 
ing a case of exfoliative dermatitis. 


Antibiotics 


The occurrence of allergic dermatoses follow- 
ing the administration of penicillin, as well as 
the occurrence of eruptions due to procaine, are 
both now well recognized. In susceptible per- 
sons, the more complex molecule of procaine 
penicillin apparently is capable of causing sen- 
sitizations to either or both its components.’ ™ 
Spring'' recently reported a case of skin pur- 
pura with an associated nephritis following the 
administration of procaine penicillin. 

There also are reports of untoward effects 
from almost every other known antibiotic: 
urticaria, angioneurotic edema and shock from 
AUREOMYCIN®;'* thrombocytopenic purpura from 

an erythematous macular to 
papular eruption from cHLoromyceTin,® and 
even fixed eruptions from penicillin'’ and from 
aureomycin.'* 


streptomycin; 


Hormones 


Practically every known hormone has been 
shown to be capable of sensitizing and causing 
drug reactions. Not even the new master hor- 
mone, ACTH, is an exception. There is, for 
example, a report’® of a case in which a multi- 
form erythematous eruption with fever, malaise 
and arthralgia followed the use of ACTH in 
the treatment of an exfoliative dermatitis. Gen- 
eralized urticaria and angioneurotic edema oc- 
curred following ACTH in a case studied by 
Feinberg and his co-workers.*° Feinberg states 
that the protein fraction of the corticotropin is 
the offending allergen in these instances. 


Antimalarials 
Numerous articles about the various drug 


eruptions due to aTaBrine® (quinacrine hydro- 
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chloride) have appeared.*!*° In addition to the 
interesting story behind the recognition of this 
disorder during World War II and the numer- 
ous and, at times, incapacitating lichenoid der- 
matoses which resulted from the large-scale 
routine prophylactic ingestion of atabrine to 
prevent malaria, there are the irreversible se- 
quelae to its use which retain their importance 
even today. These include the post-atabrine scar- 
ring and obliteration of the superficial portions 
of the sweat ducts, which in turn lead to the 
“sweat retention syndrome,” including per- 
manent dermatologic and systemic disorders.”° 

The acridine derivatives (atabrine) and the 
cinchona products (e.g., quinine and totaquine) 
are not the only antimalarials now considered 
for human use;** there are, for example, also 
the 4-amino-quinolines, the biguanides, and the 
8-amino-quinolines. It is quite likely that der- 
matoses soon will be found to be among the 
side reactions resulting from use of these newer 
drugs also. 


Drug Vehicles, Flavoring and 
Other Adjuvants 


In addition to the actual “active” drug con- 
stituents of a preparation, the vehicles, flavor- 
ings, fillers, coloring materials, preservatives, 
disinfectants, the materials of capsules, etc. also 
must be suspected. Examples of such causes 
have been noted by members of our own school. 
Baer and Leider*® have shown that exacerba- 
tions of skin lesions and an increase in itching 
could be produced by feeding selected patients 
certain azo dyes which are certified in the 
United States for use in foods; and Leifer*’ 
recently reported a case of erythematous and 
eczematous dermatitis of the hands following 
the ingestion of cinnamon used as a flavor in a 
toothpaste. 


Some Nonallergic Mechanisms 


While the present report deals in detail only 
with allergic dermatoses due to drugs, not all 
untoward manifestations following the use of 
drugs are allergic in nature; undoubtedly some 
are due to still unknown processes, some to com- 
binations of allergic and nonallergic mecha- 
nisms, some to primarily toxic effects, and some 
to the shift in ecologic influences through de- 
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struction of the drug-sensitive micro-organisms 
and the untrammeled pullulation of the drug- 
resistant ones. For example, one of the com- 
monest side effects from the oral administration 
of certain antibiotics is the disagreeable, some- 
times persistent, pruritus of the anal and/or 
vulval area as well as of the adjacent inguinal 
and crural zones. This annoying symptom may 
be accompanied by objective changes and a 
dermatitis of these parts. In a study of 100 pa- 
tients with anorectal conditions, following the 
oral use of aureomycin, terramycin and/or 
chloromycetin, Manheim” found 60 of the com- 
plaints to be pruritus ani. Harris*' concluded 
that the mucous membrane manifestations prob- 
ably were attributable to a deficiency of the 
vitamin B complex components caused by the 
destruction of intestinal bacteria responsible for 
such vitamin synthesis or utilization. The pres- 
ence of Monilia albicans (Candida albicans ) cul- 
tured from some of the skin lesions and mucous 
membrane prompted a theory of monilial “over- 
growth”*!;*? which was based on the same kind 
of mechanism. 


Allergic Mechanisms 


Despite the numerous nonallergic mechanisms 
undoubtedly often at play in many of the 
classic drug eruptions, allergy (specific acquired 
sensitivity) has been shown to be the most 
significant factor.*** Further, since so many drug 
eruptions have been shown to be based on aller- 
gic sensitization to the drug itself, there can be 
no doubt that the increase of numbers, varieties 
and durations of the public’s drug exposures 
plays an important role in the increasing inci- 
dence of drug reactions. But, in addition to the 
increased exposures to actual drugs, it is neces- 
sary to recall also the repeated exposure of the 
public to the hordes of immunologically related 
chemicals encountered in the vastly multiplied 
non-drug exposures of daily life. Without re- 
ceiving medications of any sort, modern man 
and woman constantly are being exposed to un- 
countable legions of chemicals. Many of these 
not-medically-employed chemicals are the same 
as those used in medicaments or contain group- 
ings immunochemically related to, if not iden- 
tical with, the chemical groupings contained in 
common medicaments. Thus they can cause 
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“cross sensitizations” to, or “cross reactions” 
with, the drugs. Examples are the cross sensi- 
tizations and cross reactions between procaine 
and sulfonamides and other para-aminobenzoic 
acid derivatives recently reported by Baer** and 
others—as encountered in such diverse guises 
as chemical sun screens, NYLOoN® dyes, food pre- 
servatives, antimolds, etc.; or, as earlier noted, 
the cross reactions between formaldehyde and 
its derivatives—as in disinfectants, deodorizers, 
antimolds, plastics, urinary antiseptics, rubber 
accelerators (“hexa”), etc. 

In the development of allergic drug eruptions 
there are three periods which are characteristic 
of immunologic sensitization:** (1) The period 
of refractoriness to sensitization, during which 
time certain drugs have been well tolerated; 
then, after weeks, months or years of exposure 
and “refractoriness,” even minute amounts of 
the same drug may suddenly produce allergic 
sensitization. (2) The incubation period of sen- 
sitization; as in many infectious diseases, the 
eruption appears from 5 to 21 days (usually six 
to nine days) after the sensitizing drug ex- 
posure. (3) The reaction time or latent period 
which exists once an allergic sensitivity to a 
given drug has been established. This is the 
time period of seconds or minutes (urticarial 
reactions, fixed eruptions) to hours or days 
(eczematous eruptions, nodose erythemas, acne- 
form, morbilliform and_ scarlatiniform erup- 
tions, etc.) which elapses between the exposure 
of the already sensitive (previously sensitized) 
tissues to the offending drug and the first clini- 
cal manifestation of the characteristic reaction. 


Diagnosis, Prophylaxis, Therapy 


As stated in previous publications,®*** the 
prevention, diagnosis and management of drug 
eruptions will be facilitated if the physician 
bears in mind the following facts: 

1. It is possible, in theory, for any drug to 
sensitize and produce a drug eruption. How- 
ever, certain drugs are much more likely to do 
so than others. The physician must therefore 
search for the most common offenders first 
(Table 1). 

2. Almost any type of cutaneous reaction can 
be caused by almost any drug, and the skin 
reaction may or may not be accompanied by 
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reactions in other organs or by systemic mani- 
festations. The fact that certain forms of drug 
eruptions are more commonly and characteris- 
tically produced by certain drugs makes it pos- 
sible for the clinical picture to direct the physi- 
cian’s suspicion to a particular drug or group 
of drugs (Table 2). 

3. A drug producing a reaction on one ex- 
posure will not necessarily produce reactions on 
each and every subsequent exposure. 

4. Reactions to drugs depend largely on the 
degree of sensitivity of the “shock” tissues and 
the quantity of active “available” allergen reach- 
ing those tissues. Here it must be remembered 
that it is not unusual for incredibly minute 
amounts of a drug (amounts that cannot be 
demonstrated in the tissues by ordinary chemi- 
cal methods) to produce very severe reactions, 
both cutaneously and systemically. 

5. Prompt improvement of the eruption often 
follows withdrawal of the offending drug. In 
some instances, however, eruptions may con- 
tinue and even grow worse for periods of weeks, 
months or years despite exclusion of further 
administration of the drug (persistence of the 
drug in the tissues, irreversible changes pro- 
duced by the original exposures, etc.). 

6. The route by which the drug reaches the 
sensitive tissues may or may not influence the 
resultant reaction. Thus a drug may produce a 
skin reaction on ingestion or on injection, but 
fail to cause the reaction on external applica- 
tion—or vice versa. In other instances the same 
type of skin reaction takes place regardless of 
the route by which the drug reaches the skin. 

7. As a rule a patient presents only one form 
of cutaneous reaction to a drug. However, in 
some patients the same drug may produce sev- 
eral different forms of reaction. 

8. Hypersensitivity to one drug does not nec- 
essarily indicate the existence of hypersensitivity 
to others. However, compared with normal per- 
sons, persons who develop a certain type of 
hypersensitivity to one drug appear somewhat 
more likely to develop similar forms of hyper- 
sensitivity to some other drugs. 

g. The drug hypersensitivity may be so sharp- 
ly specific that there is complete tolerance even 
of compounds quite closely related to the orig- 
inal allergenic drug, or the hypersensitivity may 
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have a wide base and include many immuno- 
chemically related compounds as well as aller- 
gens whose chemical relationship is not at all 
apparent. 

10. Almost every form of cutaneous change 
can, on occasion, be elicited or be caused to 
exacerbate by a drug. Thus, drug eruptions are 
capable of mimicking almost every dermatologic 
entity and they can range from mild evanescent 
itching to the most severe, and sometimes fatal, 
dermatoses (pemphigoid eruptions, exfoliative 
dermatitides, etc.). 


Identification and Elimination 


of Offending Drug 


As already indicated, the tendency of par- 
ticular drugs to cause characteristic, if not path- 
ognomonic, skin responses naturally forms an 
important basis for the etiologic diagnosis of 
drug eruptions. Tables 1 and 2 present some of 
the common drugs and the reactions they are 
most inclined to produce. 

The management of drug eruptions depends 
largely on (1) recognition of drug etiology; (2) 
discovery of the exact drug or drugs to blame, 
and (3) elimination or material reduction of 
the causal exposures. 

The following are among the essentials in 
executing these three steps: 

1. The development of a “high index of sus- 
picion” on the part of the physician. The mod- 
ern physician must ever be alert to the possi- 
bility that any disease may be caused, prolonged 
or complicated by exposure to drugs or their 
immunologic relatives. 

2. The possession and application of the 
knowledge as to where, under what guises and 
in what forms particular drugs are most likely 
to be encountered. For example, phenolphthalein 
is present in hundreds of laxatives and other 
proprietary medicines; iodides and bromides are 
encountered in cough medicines, “nerve tonics,” 
headache medicines and asthma remedies, and 
perhaps also in iodized salt, shellfish, etc., and 
so on for many other drugs such as the exam- 
ples previously mentioned concerning occult 
exposures to para-aminobenzoic acid and to 
formalin. 

3. The realization that the patients may be- 
come hypersensitive to almost any drug, but 
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that a few drugs are the most notorious sensi- 
tizers. It should be remembered that certain 
drugs may be well tolerated for weeks, months 
or even years and then suddenly produce aller- 
gic sensitization, even in minute amounts. 

4. The recognition of the fact that skin tests 
and demonstration of the drug in body tissues 
or fluids are not generally useful in determining 
drug etiology. 

5- The utilization of the following points in 
seeking to establish a drug as a causal or con- 
tributory factor in eliciting an eruption: 

(a) Recognition of the dermatosis as one pre- 
senting characteristics which should direct sus- 
picion to certain drugs (Table 2). Of course, 
care must be taken not to confuse a specific der- 
matologic entity (e.g., lichen planus, erythema 
multiforme) with the “imitating” eruption 


which has been caused by a drug. 

(b) Extraction of a history of actual exposure 
to the suspected drug or drugs at some time ade- 
quately preceding the eruption. 

(c) Observation of improvement or cure fol- 
lowing elimination of any further exposure to 
the suspected drug. (Complete elimination of a 
drug is not always easy or possible. Persistence 
or progression of an eruption may be due to 
occult exposures—cross reactions with chemi- 
cally related, non-drug substances; to drug  ex- 
posures deliberately concealed by, or unknown 
to, patients; to drugs which remain “fixed” in 
the tissue for prolonged periods of time—arsenic, 
bromine, atabrine; or to the unavoidable “physi- 
ologic” exposures to certain drugs—as iodine in 
thyroglobulin, para-aminobenzoic acid in essen- 
tial vitamins, etc.). 


TABLE 1 


Common Drucs Causinc Eruptions AND THE CHARACTERISTIC FormMs Torey Propuce * 


(Forms shown in italics are those most commonly produced 
hy the particular drug.) 


ACTH AND/OR CORTISONE: acneform eruptions; hypertrichosis; 
striae; urticarial, morbilliform and multiform eruptions; 
pigmentations. 


ANTICONVULSANTS (e.g., dilantin, mesantoin, tridione): acne- 
form eruptions; bullous eruptions; dermatitis exfoliativa; 
gingivitis; pruritus, generalized and localized; pigmenta- 
tions. 


ANTIHISTAMINICS: dermatitis exfoliativa; erythema multi 
forme-like eruption; granulocytopenia; scaly and morbilli- 
form eruptions; urticaria. 


ANTIPYRINE: erythema  multiforme-like eruptions; fixed 
eruptions (similar to those due to phenolphthalein); hemor- 
rhagic eruptions; morbilliform eruptions; pemphigoid (bul- 
lous vesicular) eruptions; scarlatiniform eruptions; 
urticarial eruptions. 


ARSENIC: adiposities; Bowen-like precanceroses; “‘corns”’; 
ecchymoses; eczematous and eczematoid eruptions (localized 
and generalized); epitheliomas (often multiple superficial) ; 
erythemas (palmar and plantar); erythema multiforme- 
like eruptions; erythema nodosum; erythrodermas; exfoliative 
dermatitis (localized and generalized); follicular hyper- 
keratoses; herpes zoster (ordinary and gangrenous); Ayper- 
hidrosis; keratoses ( palmar, plantar and other); leukodermas 
(localized and generalized); \ichen planus-like eruptions: 
loss of hair, loss of nails; melanodermas (localized and 
generalized); mucous membrane changes (conjunctivitis, 
pharyngitis, rhinitis, stomatitis); necrosis and gangrene; 
neurologic changes (neuritis, neuralgia, formication, other 
paresthesias, hyperesthesia, pain); parapsoriasis-like erup- 
tions; pemphigoid (bullous) eruptions; perforated septums 
(usually exogenous, from inhalation of arsenic-containing 
dust); pityriasis rosea-like eruptions; psoriasiform eruptions; 


*Based on tables in Sulzberger, M. B.** and Sulzberger, M. B. and Baer, R. L. 
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purpuric eruptions (particularly bullous and hemorrhagic 
dermatoses); scleroderma-like eruptions; ungual changes: 
urticaria; vasomotor disturbances (pallor, blushing, “Ray- 
naud’s disease,” acrodynias); warts (“corns’’). 


ATABRINE (quinacrine hydrochloride): alopecias (patchy); 
eczsematous and eczematoid eruptions; exfoliating erythro 
dermas; fixed eruptions; lichen planus-like eruptions; lupus 
erythematosus-like eruptions; pigmented and depigmented 
eruptions; poikiloderma-like eruptions; ungual dystrophies. 


AUREOMYCIN: angioncurotic edema; eczematous eruptions: 
erythema multiforme-like eruptions; pruritus, especially ano 
genital; urticaria. 


BROMINE AND BROMIDES: acneform eruptions; ecthyma-like 
eruptions; eczematous and eczematoid eruptions; erythema 
multiforme-like eruptions; erythema nodosum-like erup- 
tions; furunculosis-like eruptions; generalized cxanthems 
(roseola-like, rubeola-like and scarlatiniform cruptions); 
pemphigoid (bullous and vesicular) eruptions (sometimes 
fatal); tuberous and fungating, neoplastic, tumor-like erup 
tions (sometimes fatal); ulcerative eruptions (sometimes 
fatal); urticarial eruptions. 


The circumscribed bromodermas have been reported to 
simulate: deep and ulcerative fungous infections (kerion 
celsit) (cocctdio:dosis, blastomycosis, chromoblastomycosis, 
sporotrichosis); erythema nodosum; neoplasms; pemphigus 
vegstans (sometimes fatal); rhinophyma, rosacca; syphilo- 
derms (ulcerative tertiary syphilids of skin or mucous mem- 
branes); tuberculosis (erythema induratum);  vegetating 
pyodermas, ete. 


GOLD COMPOUNDS: dermatitis exfoliativa; erythema multi- 
forme-like eruptions; fixed eruptions; pruritus, generalized; 
purpuric eruptions; wrticaria. 


CHLOROMYCETIN: Many of the reported reactions apparently 
similar to those from aureomycin. 
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(d) Demonstration of a recurrence or exacer- 
bation on re-exposure to the suspected drug. 
This procedure is not without risk and may 
cause unpleasant or even dangerous reactions. 
Therefore, deliberate re-exposure should never 
be resorted to unless strict indications exist, and 
then only under the observation of qualified 
experts in the field of drug eruptions. The other, 
safer means of etiologic diagnosis will generally 
suffice to incriminate a particular drug as the 
causal agent of the eruption in question. 


Other Measures 


It is evident from the foregoing discussion 
that elimination and avoidance of the offending 
drug or related compounds are often essential 
for successful management of a drug eruption. 
Other measures, however, should not be neg- 


lected, and these may be divided into the fol- 
lowing categories: 

1. Classic dermatologic treatment of the 
presenting manifestation. The particular clini- 
cal characteristics of the eruption determine 
the therapeutic approach; acneform eruptions 
should be treated essentially like other forms of 
acne, utilizing topical medications and x-ray; 
urticarial eruptions should be treated as one 
would treat urticaria from other causes; drug 
pruritus should be approached with the usual 
antipruritic measures, administered orally, par- 
enterally and/or topically; etc. 

2. Treatment designed to eliminate, neutralize 
or inactivate the offending drug. Here one uses 
the usual methods of “flushing” the drug from 
the body—forcing fluids, emetics, purges, solu- 
bilizers, mobilizers, precipitators, etc. Where 


TABLE 1 (Continued ) 


IODINE AND lopIDES: acneform eruptions; angioneurotic 
edemas (sometimes fatal); eezematous and eczematoid 
eruptions; edemas (circumscribed and diffuse); erythemas 
(circumscribed and diffuse); erythema multiforme-like 
eruptions; erythema nodosum-like eruptions; furunculosis- 
like eruptions; gangrenous eruptions; generalized exanthems 
(roseola-like, rubeola-like and scarlatiniform eruptions) ; 
mycosis fungoides-like eruptions; pemphigoid (bullous and 
vesicular) eruptions (sometimes fatal); purpuric and hemor- 
rhagic eruptions; pustular (vaccinia—and variola-like) erup- 
tions (sometimes fatal); tuberous and fungating, neoplas- 
tic tumor-like eruptions (sometimes fatal). 


The circumscribed iododermas have been reported to simu- 
late: blastomycosis (sometimes fatal); syphilis (sometimes 
fatal); tuberculosis (sometimes fatal). 


PENICILLIN: angioneurotic edema; dermatitis exfoliativa; 
eczematous and eczematoid eruptions (contact type); 
erythema multiforme-like eruptions; erythema nodosum- 
like eruptions; fixed eruptions; morbilliform eruptions; 
pompholyx and dyshidrosis-like eruptions of the hands and 
feet; pruritus, generalized and localized; purpuric eruptions; 
stomatitis and glossitis; urticaria. 


PHENOLPHTHALEIN: eczematous and eczematoid eruptions 
(contact type); erythema multiforme-like eruptions; fixed 
eruptions of characteristic course and appearance; pemphi- 
goid (bullous and vesicular) eruptions; urticarial eruptions. 


PYRAMIDON®: in general, like antipyrine; blood dyscrasias 
(sometimes fatal). 


QUINIDINE: fixed eruptions; purpuric eruptions. 


guintne (and other cinchona derivatives): bullous and 
pemphigoid lesions of the mucous membranes (sometimes 
fatal); eczematous and eczematoid eruptions; edemas and 
erythemas; exfoliating erythrodermas; fixed eruptions; 
melanodermas; purpuric eruptions (sometimes fatal); re- 
spiratory symptoms (asthma and rhinitis); scarlatiniform 
and morbilliform eruptions; urticarial eruptions. 
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SALICYLATES: angioneurotic edema; asthma; conjunctivitis; 
constitutional reactions (sometimes fatal); eczematous and 
eczematoid eruptions (contact type); edemas; erythemas; 
erythema multiforme-like eruptions; erythema nodosum- 
like eruptions; fixed eruptions; morbilliform eruptions; 
pemphigoid (bullous and vesicular) eruptions (sometimes 
fatal); pompholyx and dyshidrosis-like eruptions; (rhinitis); 
scarlatiniform eruptions; urticarial eruptions. (Beware of 
salicylates in atopic patients, and especially in asthmatics!) 


soporirics (barbiturates and other urea derivatives, suL- 
FONAL®, etc.): eczematous and eczematoid eruptions (con- 
tact type): erythema multiforme-like eruptions; erythroder- 
mas; exfoliative dermatitis; fixed eruptions; general mani- 
festations, blood dyscrasias (sometimes fatal); morbilliform 
eruptions; mucous membrane eruptions (multiform and 
bullous); nirvanol disease; pemphigoid (bullous and vesi- 
cular) eruptions; purpuric and hemorrhagic eruptions; scar- 
latiniform eruptions; urticarial eruptions. 


STREPTOMYCIN: dermatitis exfoliativa; erythema multiforme- 
like eruptions; pemphigoid eruptions; purpuric eruptions; 
scaly erythematous eruptions; stomatitis; urticaria; (vestibu- 
lar reactions). 


SULFONAMIDES: angioneurotic edema; eczematous and ec- 
sematoid eruptions (contact type); erythema multiforme- 
like eruptions; erythema nodosum-like eruptions; exfolia- 
tive dermatitis; fixed eruptions; infectious eczematoid der- 
matitis-like eruptions; morbilliform eruptions; pemphigoid 
(bullous and vesicular) eruptions; pemphigus foliaceus-like 
eruptions; purpuric eruptions; pustular and_ varioliform 
eruptions; scarlatiniform eruptions; serum sickness-like re- 
actions; urticarial eruptions. 


TERRAMYCIN: Many of the reported reactions apparently 
similar to those from aureomycin. 


THIOURACIL AND PROPYLTHIOURACIL: acneform eruptions; 
lichen planus-like eruptions; morbilliform erythematous 
eruptions; urticaria. 
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possible, the accepted drug antidotes are used, 
although these would understandably often be 
of less value in allergic drug eruptions than in 
primarily toxic reactions. Of course, BAL 
(British anti-lewisite; 2,3-dimercaptopropanol) 
should be utilized to counteract the serious 
effects of drugs containing arsenic, gold, mer- 
cury and chromium. One must bear in mind 
that even the drugs used in the treatment of a 
drug eruption may themselves sometimes cause 
trouble (although with carefully chosen anti- 
dotes such difficulty usually can be avoided). 
Even the antihistaminics, which help alleviate 
itching and are sometimes dramatically effec- 
tive—particularly in allergic urticarial erup- 
tions—occasionally cause drug eruptions and, as 
already stated, ACTH and other hormones also 
are capable of eliciting allergic reactions and 
eruptions. 

3. Management aimed at counteracting the 
damage and/or preventing further damage 
through improvement of general health (the 


common-sense medical procedures which might 
serve to improve the nonspecific resistance and 
general recuperative powers of the body—im- 
proved nutrition, rest, elimination of infections, 
etc.). Where discoverable organic disease exists, 
or pathologic states are found, attempts should 
be made to treat them. This would include 
transfusions in purpuras and other blood dys- 
crasias due to drugs; transfusions, plasma and 
intravenous fluids where necessary to restore 
fluid balance; forced feeding by gavage or par- 
enterally where necessary, regulation of mineral 
balance, of hormonal functions, and so on. 

4. Immunization and hyposensitization. Nei- 
ther nonspecific hyposensitization nor immuni- 
zation has proved to be of any practical or 
regular value in allergic drug intolerance. How- 
ever, when a drug is considered absolutely essen- 
tial—for example, when only it and no other 
can save the patient’s life—it is worth the risk 
of administration, even in the face of extreme 
intolerance. In such instances, one should, when- 


TABLE 2 


Some ComMMoN DERMATOSES AND THE Drucs Wiicn Cause THem Most Frequentiy* 


1. Acneform, furunculoid and erysipelas-like eruptions: 
ACTH, cortisone, bromides, iodides, oils, tars, andro- 
gens, trimethadione (tridione), sulfonamides, thiouracil. 


2. Eczematous eruptions with erythema, papulation, vesi- 
culation, weeping and scaling: quinine, procaine, other 
local anesthetics, ephedrine, mercurials, formalin, sul- 
fonamides, penicillin, arsphenamines, quinacrine hydro- 
chloride (atabrine), aureomycin, chloral hydrate, unde- 
cylenic acid. 


3. Erythema multiforme-like eruptions: phenolphthalein, 
antipyrine, salicylates, barbiturates, other soporifics, sul- 
fonamides, penicillin, streptomycin, aureomycin, other 
antibiotics as terramycin and chloromycetin, gold com- 
pounds, antihistaminics. 


4. Erythema nodosum-like eruptions: iodides, bromides, 
salicylates, sulfonamides, penicillin. 


5. “Fixed eruptions,” i.e., fixed, circumscriled, erythema- 
tous, edematous, or bullous and polychromatic pigment- 
ed eruptions: phenolphthalein, antipyrine, PHENACETIN®, 
barbiturates, salicylates, the arsphenamines, atabrine, 
gold, sulfonamides, penicillin, iodides, quinine, quini- 
dine, emetine. (All so-called “fixed eruptions” have in 
common the fixed, circumscribed nature of the site of 
sensitivity and reaction, and thus all tend to recur in 
situ.) 


6. 


Lichenoid and lichen planus-like eruptions: arsenic, 
arsphenamines, atabrine, gold, amphetamine sulfate 
(benzedrine sulfate), propylthiouracil, chloroquine, etc. 


. Pemphigoid and ulcerating and vegetating eruptions: 
bromides, iodides, sulfonamides, streptomycin, sodium 
diphenylhydantoin (dilantin). 


. Purpuric eruptions: iodides, arsphenamines, particularly 
sulfarsphenamine, carbamides (sEpormip®), barbitu- 
rates, balsams, sulfonamides, penicillin, streptomycin, 
other antibiotics, acetophenetidine, quinidine. 


. Scaly eruptions, purely erythematous or scarlatiniform 
and morbilliform: exfoliative erythrodermas: arsenicals, 
belladonna, balsams, heavy metals, nirvanol, penicillin, 
salicylates, sulfonamides, streptomycin, other antibiotics, 
barbiturates, codeine, acetophenetidine, gold compounds, 
thiouracil, mesantoin, sodium diphenylhydantoin, di- 
ethylstilbestrol, antihistaminics, para-aminosalicylic acid. 


10. Urticaria and angioncurotic edema: salicylates, barbitu- 
rates, belladonna, atropine, iodides, bromides, the 
opium group, arsenicals, phenolphthalein, penicillin, 
sulfonamides, streptomycin, aureomycin and other anti- 
biotics, acetophenetidin, heparin, gold compounds, am- 
phetamine sulfate, certain hormones and_ vitamins, 
thiouracil and antihistaminics. 


11. Stomatitis and glossitis: penicillin, streptomycin, aureo- 
mycin and other antibiotics. 
Gingivitis: sodium diphenylhydantoin. 

12. Pruritus, generalized and/or localized, especially pruritus 


vulvae and/or ani: sulfonamides, penicillin, sodium 
diphenylhydantoin, gold compounds, aureomycin, terra- 
mycin, chloromycetin and other antibiotics. 


*Based on tables in Sulzberger, M. B.53 and Sulzberger, M. B. and Baer, R. L.*® 
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ever possible, start with what would ordinarily 
be considered a ridiculously small dose, that is, 
with an amount as low as 1:1,000,000 of the 
quantity known to have caused the previous re- 
action, and then gradually increase the amount. 
Such a method must be carefully planned and 
closely watched in order to avoid unsuspected 
severe reactions. 

5. A fifth form of prevention and treatment 
of allergic drug eruption is sometimes indicated. 
This is the judicious, carefully considered and 
carefully executed use of ACTH and/or corti- 
sone in the control of those drug eruptions 
which fail to respond satisfactorily to other 
measures. 

Here it is important to get the patient “over 
the hump” of the acute reaction and to give 
relief from the annoying, incapacitating and 
sometimes dangerous phases of a drug erup- 
tion, even when the allergic response is one that 
is recognized as being generally “self limited.” 
It has been our experience** that 100 to 200 mg. 


or even up to 400 mg. of cortisone a day (admin- 
istered orally in divided doses) or a daily dose 
of 20 to 100 mg. or even 300 mg. of ACTH 
(intravenously or the larger doses intramuscu- 
larly) often is a potent weapon in controlling 
the acute phases of certain drug eruptions. 

After the more annoying, incapacitating or 
serious manifestations have been checked, the 
dose of the cortisone or ACTH is adjusted 
downward until the minimal effective dose is 
being administered. This “maintenance dose” 
will vary with the individual patient and with 
the form and phase of the disease. In self-limited 
drug reactions the dose of hormone can be 
gradually reduced to the point where it may be 
discontinued when the eruption has run its 
course. Of course, the usual necessary precau- 
tions must be strictly observed, every necessary 
clinical and laboratory examination regularly 
performed and every indicated prophylactic 
measure conscientiously executed while ACTH 
or cortisone is being administered. 
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GENERAL PRACTICE REVIEW 


ACUTE CARDIAC FAILURE 


THEODORE R. VAN DELLEN* 


Vorthwestern University Medical School, Chicago 


cardiac failure 
is a medical emer- 
gency which requires 
rest, sedation, oxygen 
and other measures to 
reduce the load on an 
overburdened ventricle. 
Management is modi- 
fied later, depending 
upon the cause: hyper- 
tension, coronary throm- 
bosis, aortic lesions or 
other abnormality. 


T. R. VAN DELLEN 


Rest 


Fowler’s position is preferred because it al- 
lows maximum comfort to the dyspneic patient. 
The hospital type bed is ideal but if it is not 
available, a comfortable arrangement can be 
made by utilizing pillows or placing eight inch 
blocks under the head of an ordinary bed. A 
chair is an excellent substitute, especially when 
the patient cannot be made comfortable in any 
other way. Many sufferers prefer an uphol- 
stered easy chair with arms wide enough to help 
support them in a sitting position. 


Sedation 


Morphine sulfate is demanded in acute left 
heart failure because it has a sedative action and 
helps allay apprehension and anxiety. Fifteen 
milligrams (1/4 gr.) subcutaneously or 10 mg. 
(1/6 gr.) intravenously may be given immedi- 
ately unless idiosyncrasy to the drug is present. 
Atropine sulfate, 0.6 mg. (1/100 gr.), usually is 
added to the morphine. pemeERot,® 100 mg. in- 
travenously, may be substituted if cardiac asthma 
exists. 


*ASSOCIATE PROFESSOR OF MEDICINE, NORTH- 
WESTERN UNIVERSITY MEDICAL SCHOOL, CHI- 
CAGO, ILLINOIS, 


Oxygen 


Oxygen therapy should be started immediate- 
ly and is best administered via mask (aviator’s 
oronasal), particularly if metered for positive 
pressure. It is advisable to begin with a vol- 
ume flow of 8 to 10 liters which leads to a con- 
centration of 40 to 60 per cent oxygen. This is 
continued until cyanosis clears. The nasal cath- 
eter is not as satisfactory because the highest 
concentration possible by this method is only 
4o per cent. On the other hand, it may be more 
comfortable for long-continued use and when a 
flow of 7 liters of oxygen per minute is required. 
Unfortunately, mouth breathing frequently is 
present in acute cardiac failure and limits the 
amount of oxygen that can be inhaled by this 
method. The tent is the most comfortable but is 
not as efficient in an emergency; many precious 
minutes are wasted while trying to set it up 
and in obtaining adequate oxygen concentra- 
tion. The tent can be used later, however, when 
the patient no longer is in the emergency stage. 


Cardiotonic Glycosides 


Ouabain, digitoxin, or any other quick acting 
preparation should be given intravenously when 
it is certain that no other digitalis product has 
been used within the previous two weeks. The 
initial dose of ouabain for adults is 0.25 to 05 
mg. intravenously. This is followed by 0.1 mg. 
every hour until the therapeutic effect has been 
obtained or a total of not more than 1 mg. has 
been administered. Substitutes include _ stro- 
phanthin, 0.2 mg.; picoxin®, 0.5 mg.; or digi- 
toxin, 0.6 to 1.2 mg. There are many others but 
care must be exercised not to use more than 3 
cat units or international units dosage intra- 
venously. Oral digitoxin also is effective and 
digitalization can be maintained by the oral 
administration of 0.1 to 0.2 mg. daily; or the 
powdered leaf, 0.1 gm. (1.5 gr.). Some authori- 
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ties advise combinations of the rapid and slow 
acting digitalis preparations. The former is used 
for initial digitalization but simultaneously, a 
dose of one of the latter is given orally in 
amounts in keeping with the estimated weight 
of the patient. The favorite along this line is 
ouabain in a dose of 0.5 mg. intravenously and 
the whole leaf tablet of digitalis in amounts 
ranging from 0.4 gm. (125 pounds) to 0.8 gm. 
(175 or more pounds). 


Phlebotomy 


Steps should be taken as soon as possible to 
decrease the rising venous pressure by trapping 
the blood in the periphery or by means of 
venesection. In “bloodless phlebotomy” blood 
pressure tourniquets are placed on the four 
extremities. All the cuffs are inflated once to a 
level slightly higher than the diastolic pressure. 
Every five minutes, in regular rotation, one of 
the cuffs is loosened gradually and the blood 
flow re-established for a short time. In this way 
the circulating blood volume can be diminished 
by utilizing the peripheral venous system as a 
reservoir. When this fails, 500 to 600 cc. of blood 
are removed. 


Pulmonary Dehydration 


This is accomplished with concentrated glu- 


cose solution, 50 cc. of 50 per cent, alone or com- 
bined with 0.25 to 0.5 gm. aminophylline. The 
latter also is useful when wheezing is marked 
and occasionally aminophylline of itself will 
alleviate milder attacks. Alcohol inhalation has 
been used experimentally to increase the air 
exchange in the lungs. Forty per cent alcohol 
is placed in a humidifier bottle in a regular 
oxygen mask administration setup. Oxygen is 
started gradually and, within a few minutes, a 
local anesthetic effect is obtained. The vapor is 
given for one-half hour and the quantity ab- 
sorbed is minimal. Alcohol has a local anti- 
foam effect. A mercurial diuretic such as 
THIOMERIN® OF SALYRGAN-THEOPHYLLINE® also is 
worth while, particularly if renal function is sat- 
isfactory. These diuretics often aid in maintain- 
ing an edema-free state. 

Later, more specific remedies are administer- 
ed, depending upon the cause of acute cardiac 
failure. Heparin, for example, may be indi- 
cated if the source of acute cardiac failure is 
myocardial infarction. Future attacks are pre- 
vented by adequate digitalization and the con- 
trol of peripheral edema by sodium restriction 
and diuretics. Precipitating factors such as 
cough, nightmares, overeating, “gas,” hypo- 
glycemia and excessive bedclothing must be 
avoided. 


MEETINGS AND POSTGRADUATE COURSES 


Saranac Lake Medical Facilities, Inc. 

Tuberculosis symposium for general practitioners, spon- 
sored by the Saranac Lake Medical Society and cover- 
ing all aspects of modern treatment, will be held in 
Saranac Lake, New York, July 14-18. Further infor- 
mation can be obtained by writing the Saranac Lake 
Medical Society, Box 707, Saranac Lake, New York. 


National Gastroenterological Association 
Fourth annual course in postgraduate gastroenterology, 
October 23-25, at Hotel Statler, New York. Dr. 
Owen H. Wangensteen, Minneapolis, and Dr. I. 
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Snapper, New York, will be surgical coordinator 
and medical coordinator, respectively. For further 
information write the National Gastroenterological 
Association, Dept. GSJ, 1819 Broadway, New York 
$3, 


Roffey Park Institute of Occupational Health and 
Social Medicine, Horsham, Sussex, England 
International summer school on social problems of 
industry and the community, August 11-22. For en- 
rollment, apply to The Secretary, Roffey Park 
Institute. 
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SCIENTIFIC EXHIBIT 


CLINICAL BALLISTOCARDIOGRAPHY 


ae LEON PORDY, KENNETH CHESKY, MARVIN MOSER, 
: a a ROBERT C. TAYMOR, ARTHUR M. MASTER AND SIDNEY STORCH 


The Mount Sinai Hospital, New York 


Headword 


1 ballistocardiogram has been investigated 
as a cardiac diagnostic tool in over 500 pa- 
tients. The simple direct Dock body-type appa- PEt: Be 
ratus was employed. All cases were studied com- 
pletely as regards cardiovascular status. | [| 


Baseline 


DEFINITION 


Ballistocardiogram: record of the ballistic move- 
ments of the body induced by the motion of the 


ie heart and the surge of blood during each cardiac 
cycle. 
HISTORY AND TYPES OF BALLISTOCARDIOGRAPHS NORMAL BALLISTOCARDIOGRAM 
| Key: 
1877: Gordon—Bed suspended from ceiling. H: Apical thrust (during isometric contraction phase). 
aig 1: Recoil from blood ejection in early systole. 
1905: Henderson—Swinging table suspended J: Impact of blood against aortic arch plus recoil from foot- 


ward acceleration of blood in the aorta. 
K: Rapid deceleration of blood in the descending aorta and 
impact with small arteries. 


from ceiling. 

1939: Starr—High frequency, undamped table. 
: 1944: Nickerson—Low frequency, critically | 
pe damped table. | 
1949: Dock—Direct body-type apparatus. 


After vibrations or actual forced thrusts. 


Technic for recording ballistocardiogram: Patient supine on rigid, 
immobile table; bar in place across shins; BCG recorded on Lead | 
of standard ECG apparatus 
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BALLISTOCARDIOGRAPHIC PATTERNS (NORMALS) 


Th 


o 
= 


NORMAL PATIENT 


Simultaneous records of Lead 
| of ECG and BCG recorded 
in normal adult at twice nor- B 
mal speed by three methods. 


A-—Lead |. B—Photo cell with- 

out filter. C—Photo cell with 
respiratory filter. D—Electro- c 
magnetic. 


Note differences in relative 
amplitudes of | and K waves D 


and slight alteration in timing 
of BCG complexes. 


Venous 
Pulse 


Simultaneous record of venous 

(jugular) pulse, BCG and ECG. 

The “a’’ wave precedes the H BCG 
wave and the apex of the ‘’c’’ 

wave just precedes the nadir 

of the | wave. 


ECG 
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A—Simultaneous Lead | and BCG. Single channel 
machine. B—Normal BCG. C—Lead I, normal stand- 
ardization. D—Combined BCG and ECG on same 
channel. E—Lead | understandardized as in D. 


There is a normal respiratory variation in amplitude 


° pl greater in pirati than in expira- 
tion. 


Photo Cell 
(No Filter) 


Electro- 
magnetic 


Simultaneous records of Leads | and III of ECG and 
BCG with photo cell and electromagnetic methods. 


Note marked differences in appearance of component 
waves with the two methods. 


| 
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Carotid 
Pulse 


Femoral 
Pulse 


BCG 


ECG 


Heart S $2 s Se 


Sounds 


ECG and BCG 
Carotid 
Pulse 


Electro- 
kymogram 
Over Left 
Ventricle 


Normal patient. Simultaneous heart sounds, 
carotid pulse, BCG and electrokymogram 
taken over left ventricle. 


Simultaneous record of carotid pulse, femoral pulse, BCG 
and ECG. Peak of carotid pulse just precedes the nadir of 
the | wave. 


BALLISTOCARDIOGRAPHIC PATTERNS (ABNORMAL) 


Various forms of abnormal ballistocardiograms. A—Normal 
tracing. B—Prominent H wave. C—Diminished | wave. D— 


A-—J. J., #203, m., 45 years. Hypertensive heart disease. 
B.P. 230/130, abnormal BCG at rest; absent |, deep, wide 
K wave. B—L. Z., #50, m., 47 years. Anterior coronary oc- 
clusion—three years. Resting BCG abnormal: bizarre “M’ 
pattern. C—J. H., #181, m., 48 years. Angina pectoris. 


Notched J wave. E—Small | and low, notched J waves. 
F—Bizarre pattern. 
3 


Physical examination, fluoroscopy, blood pressure and rest- 
ing ECG all normal, but double ‘‘two-step’’ ECG abnormal. 
BCG at rest abnormal: small to absent | wave. 


1 
t 


BCG in Hypertension 


A—54 years, f., B.P. 190/110. Resting BCG: small to absent 
| wave; prominent K wave. B—52 years, m., B.P. 170/100. 
Resting BCG: small I, slurred J and deep K waves. C—52 
years, m., B.P. 230/130. Resting BCG: small 1; deep, wide K 


wave. 
| 44 
| 
| 
POP 
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The qualitative appearance of records deter- 
mines abnormality. Tracings by this method 
are not used quantitatively for cardiac output 
determination. Exaggeration of normal respira- 
tory variation in amplitude is considered ab- 
normal. Small to absent | waves are the most 
frequent abnormalities encountered. 
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SUMMARY 


1. The ballistocardiogram as recorded by the 
photo cell displacement apparatus was investi- 
gated in a group of 500 patients. 

2. The technic, as illustrated, is simple and may 
be performed with simultaneous electrocardio- 
graphic tracings on the single channel machines 
used in everyday clinical practice. 

3. In normal patients the ballistocardiogram is 
normal in 89 per cent and abnormal in 8 per 
cent of the group. This may be of prognostic sig- 
nificance in the cases with abnormal records in- 
dicating the later onset of clinically detectable 
| heart disease. 

4. Since cardiac ejection may be altered only 
after exertion, the ballistocardiogram should be 
recorded after standard exercise if the resting 
record is normal. 

5. The value of the ballistocardiogram in the 
diagnosis of coronary artery disease is attested to 
by the high percentage of abnormal ballisto- 
cardiographic records in the presence of abnor- 
mal electrocardiograms (93 per cent) as well as 
in cases with normal resting electrocardiograms 
and positive “2-step” tests (85 per cent at rest 
and 89 per cent after exercise). 


6. The ballistocardiogram is abnormal in an 
extremely high percentage of patients with essen- 
tial hypertension or hypertensive heart disease 
and therefore the cardiac diagnostic value of the 
procedure is limited in the presence of abnor- 
mally elevated blood pressure. Other peripheral 
vascular states may alter the ballistocardiogram 
and thus an abnormal ballistocardiographic rec- 
ord is significant from a cardiac standpoint only 
if hypertension and peripheral vascular disease 
are eliminated. 

7. The ballistocardiogram is useful in following 
cases with myocardial infarction. 

8. Diagnostically the ballistocardiogram is of 
great aid in the management of patients with 
acute rheumatic fever and other acute diseases of 
the heart. Corroborative evidence may be obtain- 
ed in coarctation of the aorta and other con- 
genital cardiac anomalies. 


CONCLUSION 


The ballistocardiogram is presented as a new, 
valuable tool, supplementary to electrocardiog- 
raphy, and a welcome addition to the cardiac 
diagnostic armamentarium. 


... In the physician or surgeon no quality takes rank with imperturbability. . . . 
Even under the most serious circumstances, the physician or surgeon who allows 
“his outward action to demonstrate the native act and figure of his heart in comple- 
ment extern,” who shows in his face the slightest alteration, expressive of anxiety or 
fear, has not his medullary centers under the highest control and is liable to disaster 


at any moment. 


—From ‘‘Aequanimitas and other addresses,"’ by Sir William Osler. 
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ditorials 


CARE OF THE HANDICAPPED 


~ Manpower Policy Committee appointed 
by President Truman as a part of the Office 
of Defense Mobilization has a task force on 
the handicapped of which Dr. Theodore G. 
Klumpp, president of Winthrop-Stearns Chemi- 
cal Company, is chairman. The task force in- 
cludes some of our greatest leaders in the fields 
of physical medicine and rehabilitation, and is 
aided by the director of the Office of Vocational 
Rehabilitation, Miss Mary E. Switzer; the as- 
sistant director of the Bureau of Employment 
Security in the Department of Labor, Mr. 
Arthur S. Motley, and Dr. Verne K. Harvey, 
medical director of the U.S. Civil Service Com- 
mission. Practically every leading national or- 
ganization in the field which is concerned with 
handicapping diseases, as well as governmental 
agencies, cooperated by supplying material and 
data for study by the task force. 

Estimates indicate that 250,000 workers are 
lost to industry each year through disablement 
as a result of disease and injury. This represents 
about 33 per cent of the men inducted annually 
by Selective Service into the armed forces. Esti- 
mates of the number of Americans with chronic 
diseases, orthopedic impairment or defects of 
vision or hearing range as high as 28,000,000 
including 9,200,000 cases of heart disease, hyper- 
tension and nephritis, about 100,000 persons 
with multiple sclerosis, 750,000 with epilepsy, 
2,000,000 with diabetes, 500,000 with tubercu- 
losis, 3,000,000 with significant hearing defects 
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and perhaps 4,000,000 chronic alcoholics. The 
annual number of new cases of cerebral palsy 
is estimated at 10,500. Approximately 200,000 
amputees require prostheses. Estimates as to per- 
sons who are blind are about 260,000 of whom 
18,000 are employed and another 47,000 capable 
of vocational rehabilitation. This constitutes a 
vast force of persons, perhaps 2,000,000, who 
could be rehabilitated and placed in employ- 
ment if necessary facilities were available. Fortu- 
nately new technics in orthopedic surgery and 
rehabilitation would enable much more progress 
with handicapped workers than was previously 
possible. 

The biggest problem is lack of personnel es- 
pecially trained in vocational counseling, psy- 
chology, physical therapy, occupational therapy, 
social work and similar professions. The great- 
est lacks are in the fields of medical specialists 
in physical medicine and_ rehabilitation, in 
psychiatry, in the field of rehabilitation counsel- 
ing and similar groups. 

Dr. Theodore Klumpp’s analysis of needed 
personnel is startling. He suggests that there are 
8000 physicians spending full time in the field 
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of psychiatry with a net increase of about 450 
each year; and about 4700 registered physical 
therapists with another 1800 who are qualified 
but who are not now actively engaged in this 
work. The present shortage is about 1300 but 
it is estimated that the shortage will be 16,000 
by 1960. Eleven hundred rehabilitation coun- 
selors are available, about 3000 registered occu- 
pational therapists, about 9500 psychologists, 
about 1400 psychiatric social workers and, of 
course, a total of 190,000 practicing physicians, 
300,000 practicing nurses and 81,000 dentists. 
Most significant, however, are the necessity for 
training personnel and the lack of competent 
teachers and places where such training can be 
carried on consistently. Strangely, one of the 
richest countries in the world has been exceed- 
ingly slow in its development of centers for 


rehabilitation. Actually evidence is not available . 


as to the total number of such centers and the 
facilities or the personnel available. Vocational 
and technical trade schools have been training 
handicapped persons for many years. However, 
the schools are not specifically organized for 
teaching persons who are handicapped. 

The task force has offered an outline for 
action indicating the special procedures which 
may be undertaken at the local, state and na- 
tional levels. A community organization would 
include industrial, commercial, health, labor, 
civic, welfare and other leaders and mobilize 
its total resources to bring every possible handi- 
capped person into activity and productive 
work. This may mean employment of persons 
competent in the training of the handicapped. 
Information on professional personnel in each 
of the fields mentioned must be secured. Em- 
ployers must pool information as to the handi- 
capped workers who are available and their 
competence. Industrial, commercial and other 
firms should examine their hiring policies with 
particular attention to the physical standards re- 
quired for employment; handicapped applicants 
should be permitted to compete with the able- 
bodied on the basis of their ability to do the 
special job in question. People should not be 
excluded from the opportunity for employment 
solely on the basis of a physical handicap. 

The states must re-examine their workmen’s 
compensation laws and find out whether or not 
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these impede the hiring of handicapped per- 
sons. The state should be organized to support 
the program of the President’s committee on 
employment of the physically handicapped. 
They may also seek the aid of the Office of 
Vocational Rehabilitation. 

At the national level the task force recom- 
mends that governmental agencies assay their 
own policies for the employment of the handi- 
capped and contracts should emphasize that “it 
is the policy of the government of the United 
States that handicapped individuals will be af- 
forded an equal opportunity with the non- 
handicapped to perform work for which they 
are qualified.” 

The task force found that the Office of Voca- 
tional Rehabilitation should have more funds in 
order to carry on the responsibilities that are 
placed on it. The report made by the task force 
on the handicapped to the chairman of the 
Manpower Policy Committee is a comprehen- 
sive and yet succinct document which should 
be read carefully by all who are interested in 
this work. The document also points out that 
additional data on facilities for rehabilitation 
and for organization of community resources 
may be obtained from the local Office of Voca- 
tional Rehabilitation, from the state division of 
vocational rehabilitation or the Office of Voca- 
tional Rehabilitation in the Federal Security 
Agency, Washington, D.C. Presumably any of 
these agencies will provide those who are inter- 
ested with copies of the report. Printed copies 
of the full report are available from the Govern- 
ment Printing Office, Washington 25, D.C. 


MORRIS FISHBEIN 


APPENDICITIS: 
A STATISTICAL STUDY 


D* Paul A. Lembcke,’ associate professor of 
public health administration in the School 
of Hygiene and Public Health of Johns Hop- 
kins University, has contributed to the Ameri- 
can Journal of Public Health for March 1952 
a somewhat amazing article entitled “Measur- 
ing the quality of medical care through vital 
statistics based on hospital service areas: I. 
Comparative study of appendectomy ates.” 
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Dr. Lembcke says that “the best measure of 
quality is not how well or how frequently a 
medical service is given, but how closely the 
result approaches the fundamental objective of 
prolonging life, relieving distress, restoring 
function and preventing disability.” He empha- 
sizes that unnecessary surgical operations for 
any disease indicate a poor quality of care. 

The present study is based on an examination 
of the vital statistics of the hospitals in the area 
covering If counties in western New York 
state that are served by the voluntary Council 
ot Rochester Regional Hospitals. This area in- 
cludes 33 general and 14 special hospitals and 
serves a population of 860,000 people. Surgical 
removal of the appendix was selected for study 
because it is a common operation done almost 
exclusively in hospitals. A footnote indicates 
that about 600,000 primary appendectomies are 
done each year in the United States, costing 
perhaps $100,000,000 to $150,000,000 for medical 
and hospital care and resulting in as much as 
$50,000,000 loss of income to wage earners. Fur- 
thermore, 600,000 appendectomies would re- 
quire more than 3,000,000 hospital days and 
would tie up more than 10,000 hospital beds. 
This surgical procedure would require the 
equivalent of fulltime service of about 2500 
doctors, 6000 nurses and 10,000 other hospital 
employees. These statistics are emphasized be- 
cause the approach to the problem of appendec- 
tomy in this article is largely statistical. 

From the figures, Dr. Lembcke derives the 
probable chance of having the appendix re- 
moved as about one in three for people gener- 
ally. The study showed that the ratio of sec- 
ondary to primary appendectomy rates increased 
as the size of the hospital increased. The peak 
incidence of primary appendectomies is age 20 
and of secondary appendectomies age 4o. Dr. 
Lembcke argues, probably quite rightly, that sec- 
ondary appendectomies can hardly qualify as 
preventive in any large degree. Among 16 phy- 
sicians with surgical privileges in one large hos- 
pital, one-half of the primary appendectomies 
were done by only two, neither of whom re- 
ceived referred cases. Clear-cut indications for 
surgical operation were lacking in a large pro- 
portion of the patients operated on by these 
two physicians. Dr. Lembcke says, “There can 
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be no reasonable doubt that many unnecessary 
operations have been done on residents of this 
hospital service area.” 

The analysis of the statistics led Dr. Lembcke 
to discuss the role of surgical operation in the 
treatment of acute appendicitis. Appendicitis 
first began to attract attention as an important 
disease about 1886. From that time onward, a 
steady increase in mortality was noted, moving 
from an average of 10.7 per 100,000 population 
for New York state between 1g00 and 1904 
to 15.4 average in 1930-1934. The death rate has 
fallen sharply since the introduction of the sul- 
fonamides and the antibiotic drugs. In 1932 
Homans wrote, “There is now no question of 
the value of early operation nor is the physician 
backward in promptly recommending it.” Nev- 
ertheless, Lembcke disagrees with this opinion 
and he emphasizes the disagreement by Willis 
who wrote, “The reason lies perhaps in the in- 
herent difficulty in many instances of making 
a diagnosis and in a false feeling of security on 
the part of many persons, lay and medical, that 
the problem of appendicitis has been solved.” 
Lembcke also quotes Reynolds to the effect that 
the Ochsners, father and son, were outspoken 
in favor of conservative treatment in the pres- 
ence of active infection of the peritoneum. This 
should probably refer to Edward and A. J. 
Ochsner since there were no Ochsners—father 
and son—concerned in this discussion. Many 
other writers felt that conservative treatment of 
appendiceal peritonitis was preferable to surgi- 
cal operation. 

Lembcke is convinced that surgery alone con- 
tributed little to the reduction of mortality from 
appendicitis. In fact he feels that general sup- 
portive treatment, such as prevention of dehy- 
dration, relief of abdominal distention and good 
nursing care, was probably of greater benefit. 
Moreover, the present substantial reduction of 
mortality from appendicitis he considers entire- 
ly attributable to treatment with the sulfonam- 
ides and antibiotics. Indeed he doubts that sur- 
gery is needed in addition to antibiotic therapy. 
George Crile, Jr. and J. R. Fulton are quoted 
to the effect that only 5 per cent of cases of 
appendicitis go on to the stage of appendiceal 
peritonitis and, if treated with antibiotics, only 
half of these peritonitis cases will require surgi- 
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cal treatment. Moreover, he says, “It seems pos- 
sible that less than 5 per cent of cases of acute 
appendicitis would progress to peritonitis if they 
were treated promptly with antibiotics.” 

The paper ends with a suggestion that a 
controlled clinical study be undertaken to com- 
pare the efficacy of antibiotic therapy alone 
with the efficacy of surgical treatment with or 
without concurrent antibiotic therapy. Lembcke 
thinks that “the value of surgery is question- 
able in most cases.” 

The article here cited surely requires careful 
study by competent surgical authorities. One 
questions whether or not, in the light of cur- 
rent surgical opinion, delay in operation for 
appendicitis would be considered warranted 
with the dangers that are possible and inherent 
in the situation. A controlled study such as the 
one suggested would place a tremendous re- 
sponsibility on the surgeons who undertook it. 
Surely, in the present stage of medical opinion, 
few would wish to try the treatment of appendi- 
citis by surgery alone without using available 
antibiotic therapy. The question of any con- 
trolled studies in fields where life itself is con- 
stantly threatened is a difficult one to solve. After 
all every patient has a right to the very best 
that modern medicine has to offer and should 
not be subjected to unnecessary risks to prove a 
questionable point. 

MORRIS FISHBEIN 
1. Lempcke, Paut A.: Measuring the quality of medical care 


through vital statistics based on hospital service areas: 1. Comparative 
study of appendectomy rates. Am. J. Pub. Health, March 1952. 


EVALUATION OF 
PSYCHOANALYTIC TECHNIC 


HE classical contribution in medical litera- 

ture is a report of a considerable number 
of cases observed by a clinician who compares 
a new method of diagnosis or treatment with 
existing methods, tabulates the two groups of 
cases and draws conclusions as to the worth of 
the procedure. A recent discussion of psycho- 
analytic technic by Trygve Braatoy’ begins with 
a quotation from E. T. Bell, published in 1935: 


If one man claims that he raised a four-months’ 
corpse from the dead, he must describe his feat in 
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terms which anyone else in his branch of science 
can understand, and the terms must be such that 
experts in that branch can either duplicate the first 
man’s performance or show that he misunderstood 
what he was doing. 


Such presentations are not available in the vari- 
ous contributions in the literature of psycho- 
analysis. Dr. Braatoy apparently believes that 
the science would not be advanced greatly by 
trying to make such a uniform technic avail- 
able. He presents his views in an article 
titled, “Preface to an ABC of psychoanalytic 
technic.” 

In the classic psychoanalytic procedure the 
patient is supine on a couch with the therapist 
behind him, more or less out of view. In this 
position the patient talks and there develops an 
intellectual interchange between the analyst and 
his patient. Many interviews may be held and 
progress may be exceedingly slow. Dr. Lawrence 


Kubie said: 


Although it is impossible ever to predict ahead 
of time how long an analysis will take, it is a safe 
procedure to budget for two years of work, acknowl- 
edging the possibility that it may take less than that, 
and even more emphatically stressing the possibility 
that it may take longer. 


Franz Alexander and Thomas M. French have 
presented a technic for brief psychotherapy and 
have reported many cases in which good results 
were secured with fewer interviews and with 
other departures from the classical methods. 
The psychiatrist is confronted with a variety 
of conditions not at all comparable to those 
usually seen by the surgeon, the internist or the 
allergist. There is enormous variation between 
patients with the same diagnosis. Considerations 
of genetics, environment, sociology, and the 
relationship between the psychiatrist and the 
patient are significant in determining the time 
required for study and the results secured. There 
are great variations between psychiatrists. All 
these factors are important in determining the 
method to be used and the time required. Ob- 
viously tabulations of cases in the presence of 
such variability would be quite worthless for 
scientific evaluation. The study of psychoanalysis 
comes then to be, as the literature of the subject 
so obviously reveals, a study of individual cases 
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with specific lessons to be derived from specific 
instances. This conclusion is well expressed by 
Dr. Braatoy: 


Because our science cannot be reduced to quan- 
titative manipulation of pointer-readings, the instruc- 
tion cannot be adequately expressed in algebraic or 
abstract concepts, but must always be based on ade- 
quate representations of single cases. 

MORRIS FISHBEIN 


1. Braatoy, Trycve: Preface to an ABC of psychoanalytic technic. 
Acta psychiat. et neurol. 26:121, 1951. 


PHYSICIAN TO ROYALTY 


_— the most eminent physicians of the 
seventeenth and eighteenth centuries was 
Dr. John Radcliffe who was born in 1650, enter- 
ed University College, Oxford, at age 15 and 
took his master of arts degree at age 22. He 
studied medicine by reading the writings of 
Dr. Thomas Willis and at the age of 25 took 
the degree of bachelor of medicine. He was 
physician to William III, Queen Mary, Queen 
Anne and her son, William, Duke of Glouces- 
ter. This is all the more remarkable because 
he was a man of difficult temperament, speak- 
ing the truth no matter how painful it might 
be to his patients, and on occasion practicing 
rudeness to the extreme. He was widely known, 
however, for remarkable power in prognosis 
which made his patients trust his judgment. 
In The Practitioner, April 1952, which inci- 
dentally is wholly devoted to emergencies in 
general practice, Dr. Ivo Geikie-Cobb presents 
a remarkable sketch of Dr. Radcliffe which the 
editors tell us is only the first of a series which 
will be read widely with great interest. In 1685 
Macauley said, “Dr. John Radcliffe had the 
largest practice in London. He used to sit in 
Garroway’s, a famous tavern, where apothe- 


caries came to ask his advice about the treat- 
ment of the sick, paying half a guinea for a 
curbstone consultation—or perhaps better, a 
coffee-house consultation.” He became a good 
eater and a heavy drinker and finally got in 
trouble with Princess Anne by refusing to come 
when Her Highness called, sending a message 
that her distemper was “nothing but the vapors” 
and that she was in as good a state of health 
as any woman breathing if she could only be- 
lieve it. The message was an honest one but 
the next time he called at court he was told 
that the Princess had no longer any occasion 
for his services. Still when her husband was 
lying gravely ill, she sent for Radcliffe who at 
once said the case was hopeless—and it was. 

Dr. John Radcliffe is famous for one of his 
sayings: “As a young practitioner, I possessed 
20 remedies for every disease, and at the close 
of my career I found 20 diseases for which I 
had not one remedy.” Another famous remark 
he made to King William who had returned 
from Holland in 1699. The King showed to 
Radcliffe his swollen ankles and said to him, 
“What think you of these?” “Why truly,” said 
Radcliffe, “I would not have Your Majesty’s 
two legs for your three kingdoms.” 

Because of his great fame, Radcliffe frequent- 
ly received large fees for attendance on some 
of his patients. Mentioned are fees of 500 guineas 
and another fee of 1200 pounds and still an- 
other of 400 guineas and a diamond ring. His 
fee for a consultation—and bear in mind this 
was around 1700—was five guineas, equivalent 
at that time to perhaps $35 or $40. When he 
died he left practically all of his funds to his 
university, his medical school and to the hos- 
pitals and to aid young physicians with travel- 
ing fellowships. 


MORRIS FISHBEIN 
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ABDOMEN, emergencies, acute, 139 

Abortion, management, 58; spontaneous, 102 

Acne scars, sandpaper technic for removal, A-28 (May) 

ACTH, and cortisone in treatment of kidney disease, 373; 
and cortisone, progress report, 94; effect on nephrosis 
in childhood, 439; experimental use in retrolental 
fibroplasia, 391 

Adrenal, cancer, cortical, with excess androgen production, 
278; cortex, hyperplasia as cause of familial female 
pseudohermaphroditism, 301; glands, relation to cancer, 
A-28 (Mar.); tumor, benign, in diabetic woman, 284; 
tumor, cortical, as cause of virilism, 272; tumor, cor- 
tical, mortality in surgically treated patients, 313, 325; 
tumor, cystic, without endocrine manifestations, 297; 
tumor, malignant cortical, as cause of sexual precocity, 
267; tumor, pheochromocytoma with symptoms sim- 
ulating acute anxiety attacks, 288; tumor, renal cyst 
simulating pheochromocytoma, 294 

Aerophagia as cause of excessive flatus, A-26 (May) 

Allergy, and multiple sclerosis, 419; as cause of migraine, 
34; dermatoses due to drugs, 549; effect of ACTH and 
cortisone on allergic diseases, 98; food, hyposensitiza- 
tion for, A-26 (Mar.); heredity and, 147; physical, to 
cold, A-30 (June); serum-sickness penicillin reaction, 


Amebiasis, treatment with antibiotics, emetine and carbar- 
sone, A-28 (June) 

Androgens, excessive production in man with adrenal corti- 
cal tumor, 278; excessive production in woman with 
adrenal tumor, 284 

Anemia, due to myelophthisic process, A-28 (Feb.); in 
pregnancy, 219; management in childhood, 68; perni- 
cious, 83; sickle cell, 357; sickle cell, and pregnancy, 
III 

Anesthesia, general, for dental surgery, 26; pudendal block, 
in obstetrics and gynecology, 135 

Antibiotics, and cortisone in treatment of resistant pelvic 
infections, 196; and sulfonamides in communicable dis- 
eases, 17; dermatoses due to, 551; treatment of bacil- 
lary dysentery, 447; treatment of brucellosis, 476 

Anticoagulants, management of oral therapy, 73 

Anticonvulsants, dermatoses due to, 550 

Apnea neonatorum, 152 

Appendicitis, acute, 139 

Arms, see Extremities 

Arteriosclerosis, treatment with lipotrophic substances, A-22 
(Jan.) 

Arthritis, rheumatoid, treatment with ACTH and cortisone, 
95 

Asphyxia, chances of survival, 471 

Atabrine, dermatoses due to, 551 
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Aureomycin, see also Antibiotics; treatment of brucellosis, 
476; treatment of Q fever, 397 

Auricular fibrillation, mechanism, significance and therapy, 
449 


BACK pain, low, following spinal anesthesia, A-28 (Feb.) 

Ballistocardiography, 560 

Beryllium poisoning, pulmonary and cutaneous effects, 383 

Blood, dyscrasias, see also Anemia; loss, see Hemorrhage; 
pressure, fluctuations in, A-26 (Feb.); pressure, high, 
paroxysmal hypertension, 404; volume, estimation, 
A-28 (May) 

Bone marrow degeneration as cause of anemia, A-28 (Feb.) 

Book Reviews: Air war and emotional stress (Janis), A-62 
(Feb.); Annual report on stress (Selye), A-52 (Mar.); 
Arthritis and the rheumatic diseases (Lewin), A-54 
(Jan.); Atlas of genitourinary surgery (Roen), A-62 
(Feb.); An atlas of normal radiographic anatomy (Mes- 
chan), A-54 (Mar.); Clinical heart disease (Levine), 
A-51 (May); Clinical hematology (Wintrobe), A-54 
(Apr.); Clinical sonnets (Moore), A-50 (Mar.); Clinical 
urography (Braasch and Emmett), A-64 (Feb); Diag- 
nosis and treatment of menstrual disorders and steril- 
ity (Mazer), A-56 (Mar.); Epileptic seizure patterns 
(Penfield and Kristiansen), A-54 (June); Fluid balance 
(Moyer), A-51 (May); Fractures, dislocations and 
sprains (Key), A-60 (Feb.); Heart disease (White), 
A-52 (June); Inhalation anesthesia (Guedel), A-52 
(Mar.); Manual therapy (Mennell), A-56 (Apr.); The 
musculoskeletal system (Ashford), 470; 1951 year 
book of obstetrics and gynecology (Greenhili), A-60 
(Feb.); 1951 year book of pediatrics (Poncher), A-52 
(Jan.); The normal cerebral angiogram (Ecker), A-54 
(Jan.); Ophthalmology (Town), A-64 (Feb.); The 
pathogenesis of tuberculosis (Rich), A-52 (May); 
Physical medicine and rehabilitation for the clinician 
(Krusen), A-54 (Apr.); Physiology of the newborn in- 
fant (Smith), A-56 (Jan.); Preventive medicine and 
hygiene, (Maxcy), 370; Psychosomatic gynecology 
(Kroger and Freed), ,A-50 (Jan.); Refraction and 
motility (Lancaster), A-50 (June); Rheumatic dis- 
eases (Slocumb), A-52 (June); Spatial vectorcardiog- 
raphy (Grishman), A-52 (Feb.); Studio dei gemelli 
(A study of twins) (Gedda), A-54 (Mar.); Surgery 
of the stomach and duodenum (Welch), A-54 (Apr.): 
Surgical care (Elman), A-50 (May); Surgical practice 
of the Lahey Clinic, A-50 (Mar.); A textbook of clini- 
cal neurology (Wechsler), A-50 (June); Textbook of 
refraction (Tait), A-50 (May); Tonsil and allied prob- 
lems (Parkinson), A-50 (May); Tumors of the skin 
(Eller and Eller), A-52 (May) 
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Books, choice and use, 170 

Brain, see also Central nervous system; Meningitis; injury, 
subdural hematomas in infants, 538; localization of 
mental functions, 177 

Breast, cancer, diagnosis, I-3 (plate), between pages 438 
and 439; cause of small left breast, A-28 (Apr.); male, 
cancer (plate), between pages 312 and 313 

Brucellosis, treatment with antibiotics, 476 


CALCIUM gluconate, purgative effect, A-28 (Mar.) 

Cancer, cells, identification by Papanicolaou technic, A-28 
(June); diagnosis in “office clinic,” (plates), between 
pages 438 and 439; diagnosis in “office clinic,” (plates), 

facing page 312; fibrosarcoma of extremities, 41; in 
captive wild animals, 133; of adrenal cortex in man, 
with excess androgen production, 278; of mouth, 
larynx, pharynx as cause of “lump in the neck,” 491; 
of stomach, 514; relationship to adrenals, A-28 (Mar.) 

Cardiac, see Heart 

Central nervous system, multiple sclerosis, 415 

Cesarean section, transfusion during, 105 

Chilblains, painful, treatment, A-28 (May) 

Children, see Pediatrics 

Chlorophyll ointment (chloresium) in treatment of resistant 
skin lesions, 523 

Chorea, Sydenham’s, treatment, A-26 (May) 

Cold allergy, A-30 (June) 

Colds, complications, treatment with sulfonamides and anti- 
biotics, 2 

Colic, infantile, treatment with bentyl hydrochloride, 123 

Convulsions of newborn, 153 

Coronary arteries, thrombosis, see Heart disease, coronary 

Cortisone, see also ACTH; and ACTH in treatment of 
multiple sclerosis, 420; and ACTH, progress report, 94: 
and antibiotics in resistant pelvic infections, 196 

Crush syndrome, renal injury in, 381 

Cushing's syndrome in patients with adrenocortical tumors, 
313. 325 

Cysts, see Kidneys; Lungs; Mediastinum 


DANNREUTHER, Walter T., Men of Medicine, 163 

Dental surgery, general anesthesia for, 26 

Dermatitis, see Skin disease 

Diabetes mellitus, complications, adrenal tumor, 284 

Diaphragm abnormalities as cause of respiratory emergen- 
cies in newborn, 543 

Diaphragmatic hernia, A-28 (Apr.) 

Diarrhea of newborn, 155 

Dicumarol, oral administration, 73 

Dict, for prevention of anemia in infants, 69; in kidney 
disease, 376; in pregnancy, 62 

Diphtheria, treatment with antibiotics and sulfonamides, 17 

Diverticula, see Esophagus; Stomach 

Drugs, dermatoses due to, 549 

Dysentery, bacillary, 447 


EAR, middle, acute otitis media, 214; middle, otitis media 
and acute mastoiditis, 56 

Eczema, see Skin disease 

Edema of legs, A-28 (Apr.) 

Electrocardiography, see Heart 

Electrolyte disturbances as cause of postoperative complica- 
tions, 202 

Empyema, treatment with streptokinase and _ streptodornase, 
193 

Ergotamine tartrate, side effects of migraine therapy, A-28 
(Mar.); treatment of migraine, 38, 423 

Esophagus, thoracic, bleeding diverticula of, surgical treat- 
ment, 183; tracheoesophageal fistula as cause of respira- 
tory emergencies in newborn, 545 

Ethyl chloride spray for relief of myofascial pain, 431 

Extremities, cancer, fibrosarcoma, 41 

Eye disease, retrolental fibroplasia in prematures, 387; treat- 
ment with ACTH and cortisone, 99 


FALLOPIAN tubes, inflammation, acute, 144 

Fibrosarcoma of extremities, 41 

Fistula, tracheoesophageal, as cause of respiratory emer- 
gencies in newborn, 545 

Flatus, excessive, due to aerophagia, A-26 (May) 

Fluorides, addition to water, A-26 (Feb.) 

Forceps delivery, review of 527 mid forceps deliveries, 210 

Frohlich’s syndrome, treatment, A-24 (Jan.) 


GALLBLADDER, calculi, roentgenographic demonstration 
of stratification, 119; inflammation, acute, 142 

Gastric, see Stomach 

Genitalia, abnormalities, female —pseudohermaphroditism, 
301; female, use of cortisone and antibiotics in resistant 
pelvic infections, 196; infection, herpes progenitalis, 
A-28 (Mar.); precocious development in boy with 
adrenal cortical tumor, 267 

Gynecology, cortisone and antibiotics in resistant pelvic in- 
fections, 196; psychosomatic (reviewed), A-50 (Jan.); 
pudendal block anesthesia in, 132 


HEAD tremor, A-30 (Apr.) 

Headache, see Migraine 

Hearing impairment as cause of speech defects, 66 

Heart, arrhythmia, auricular fibrillation, 449; ballistocardi- 
ography, 560; disease as cause of edema of legs, A-28 
(Apr.); disease, chronic constrictive pericarditis, 1; dis- 
ease, arteriosclerotic (coronary), management, 362; dis- 
ease, coronary, 145; disease, coronary, oral anticoagu- 
lant therapy, 73; coronary, simulated by pulmonary 
embolism, 507; disease, rheumatic, importance of early 
diagnosis, 90; electrocardiography, spatial vectorcardiog- 
raphy (excerpt), A-52 (Feb.); failure, acute, 558; sur- 
gery, for chronic constrictive pericarditis, 1; tumors, 
summary (plate), facing page 439 

Hematoma, subdural, in infants, 538 

Hemorrhage during pregnancy, 101 

Hepatic, see Liver 

Heredity, familial pseudohermaphroditism, 301; genetics in 
pediatrics, 146 

Hernia, diaphragmatic, A-28 (Apr.): diaphragmatic, as 
cause of respiratory emergencies in newborn, 543 

Herpes progenitalis, treatment, A-28 (Mar.) 

Histamine, treatment of multiple sclerosis, 419 

Hormones, see also ACTH, Androgens, Cortisone; derma- 
toses due to, 551 

Hydatidiform mole as cause of uterine bleeding, 103 

Hypertension, see Blood pressure, high 


INFANTS, see also Pediatrics; newborn, management, 149: 
newborn, respiratory emergencies in, 543; penicillin 
dosage in, A-26 (May); premature, retrolental fibro- 
plasia in, 383 

Infectious diseases in captive wild animals, 127 

Intervertebral disk, see Spine 

Intestines, disease, amebiasis, A-28 (June): disease, bacillary 
dysentery, 447: spasm, treatment of infantile colic with 
bentyl hydrochloride, 125 

Intravenous therapy in infants and children, 235 


JAUNDICE, frequency of hepatitis in doctors, 517 


KIDNEYS, artificial, in treatment of renal insufficiency, 378; 
calculi as cause of ureteral obstruction, A-30 (June); 
cyst simulating pheochromocytoma,’ 294; disease, 
changing emphasis in clinical management, 371; dis- 
ease, effect of ACTH on nephrosis in childhood, 439: 
pain, renal colic, 145 


LABOR, conduct of, 527 mid forceps deliveries, 210; con- 
duct of, pudendal block anesthesia, 132; induction, 64 

Leary, Timothy, Men of Medicine, 459 

Legs, see also Extremities; edema, A-28 (Apr.) 

Libraries, personal, choice and use of books, 170 
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Liver, cirrhosis and anemia, 88; extract in treatment of per- 
nicious anemia, 83; inflammation, frequency of hepa- 
titis in doctors, 517 

Lungs, abnormalities causing respiratory emergencies in new- 
born, 546; disease, acute bacterial pneumonia, 409; dis- 
ease due to beryllium poisoning, 383; tuberculosis, 
value of pneumoperitoneum, 487 


MAGNUSON, Paul Budd, Men of Medicine, 249 

Mastoiditis, acute, treatment, 58 

Measles, complications, treatment with antibiotics and sul- 
fonamides, 20 

Mediastinum, cysts as cause of respiratory emergencies in 
newborn, 543 

Medical schools, University of California School of Medicine, 
354 

Meningitis, lymphocytic choriomeningitis, A-26 (Mar.); 
treatment with antibiotics and sulfonamides, 21; tuber- 
culous, treatment with streptomycin, 21 

Men of Medicine: Dannreuther, Walter T., 163; Leary, 
Timothy, 459; Magnuson, Paul Budd, 249 

Menstruation, hydration phenomenon as cause of illness 
during, A-22 (Jan.) 

Mental disease, detection of dangerous paranoid patient, 12 

Methopyranorin (anticoagulant), oral administration, 73 

Migraine, diagnosis and treatment, 33; treatment with ergot- 
amine tartrate, A-28 (Mar.), 423 

Mouth, cancer, diagnosis (plate), between pages 312 and 
313; cancer, diagnosis (plates), I-2, I-3, between pages 
438 and 439 

Multiple sclerosis, management, 415 

Mumps, complications, treatment with antibiotics and sul- 
fonamides, 20 

Muscles, myofascial trigger areas as source of pain, 425 

Musculoskeletal system (review), 470 


NECK cancer, metastatic, as cause of “lump in the neck,” 
491 
Nutrition, deficiency diseases in captive wild animals, 131 


OSTEOMYELITIS, streptokinase and streptodornase as ad- 
juncts to surgical treatment, 191 

Otitis media, see Ear, middle 

Oxygen therapy, physiologic principles, 471 


PAIN origin, myofascial trigger areas, 425 

Pancreas, inflammation, acute, 144 

Papanicolaou technic for cancer diagnosis, A-28 (June) 

Paranoia, detection of dangerous patient, 12 

Parasitic diseases in captive wild animals, 131 

Pathology, disease processes in captive wild animals, 126 

Pediatrics, anemia in childhood, 68; genetics in, 147; intra- 
venous therapy in infants and children, 235; manage- 
ment of the newborn, 149; nephrosis in childhood, 
treatment with ACTH, 439; penicillin dosage in in- 
fants, A-26 (May); poisoning in childhood, 239; speech 
disorders in children, 65; subdural hematomas in 
infants, 538 

Penicillin, see also Antibiotics; dosage in infants, A-26 
(May); sensitivity, serum-sickness type of reaction, 49; 
treatment of acute bacterial pneumonia, 409; treatment 
of acute mastoiditis, 56; treatment of acute otitis media, 
217 

Penis, cancer, diagnosis (plate), between pages 312 and 313 

Peptic ulcer, early diagnosis and treatment, 513; perforated, 
141 

Pericarditis, chronic constrictive, surgical treatment, 1 

Peritoneum, pneumoperitoneum in treatment of pulmonary 
tuberculosis, 487 

Personality in psychosomatic illness, 223 

Pertussis, see Whooping cough 

Phenylindanedione (anticoagulant), oral administration, 74 

Pheochromocytoma, see Adrenal 

Physicians, frequency of hepatitis in, 517 
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Pituitary, hypopituitarism (Frohlich’s syndrome), treatment, 
A-24 (Jan.) 

Pneumonia, acute bacterial, 409 

Poisoning, beryllium, pulmonary and cutaneous effects, 383; 
in childhood, 239 

Potassium deficiency as cause of postoperative complica- 
tions, 202 

Pregnancy, complications, abortion, 58; complications, ane- 
mia, 219; complications, bleeding, 101; complications, 
sickle cell anemia, 111; ectopic, 103; management, 
antepartum care, 62; use of thyroid extract in, A-28 
(Feb.) 

Preventive medicine and hygiene (reviewed), 370 

Procaine hydrochloride infiltration for relief of myofascial 
pain, 432 

Psychiatry, detection of dangerous paranoid patient, 12 

Psychosomatic medicine, anxiety symptoms associated with 
pheochromocytoma, 288; anxiety symptoms in patient 
with renal cyst, 294; emotional factors in migraine, 
35; gynecology and (reviewed), A-50 (Jan.); person- 
ality manifestations in psychosomatic illness, 223; psy- 
chologic processes in consultation room, 107 

Pulmonary, see also Lungs; embolism simulating coronary 
thrombosis, 507 


Q FEVER, clinical aspects, 392 


RENAL, see Kidneys 

Reports from Abroad, A-36 (Jan.); A-34 (Feb.); A-34 
(Mar.); A-42 (Apr.); A-34 (May); A-30 (June) 

Respiration, artificial, comparison of methods, 528; artificial, 
Holger Nielsen method, 471; difficult, in newborn, 543; 
failure, in newborn, 153 

Resuscitation, see also Respiration, artificial; physiologic 
principles, 471 

Retrolental fibroplasia, 387 

Rheumatic fever, complications, Sydenham's chorea, A-26 
(May); importance of early diagnosis, 90; treatment 
with ACTH and cortisone, 97 

Rickettsial diseases, Q fever, 392 

Roentgen rays, demonstration of gallstone stratification, 119 


SALPINGITIS, acute, 144 

Scarlet fever, treatment with antibiotics and sulfonamides, 
19 

Scars due to acne, sandpaper technic for removal, A-28 
(May) 

Sexual development, abnormal, female pseudohermaphro- 
ditism, 301; abnormal, precocity in boy with adrenal 
cortical tumor, 267; abnormal, virilism due to adrenal 
cortical tumor, 272 

Skin, cancer, diagnosis (plate), facing page 313; disease, 
dermatoses due to drugs, 549; disease due to beryllium 
poisoning, 383; disease, steatocystomas, removal, A-28 
(June); disease, symptomatic treatment of eczema and 
dermatitis, 412; scarring due to acne, sandpaper tech- 
nic for removal, A-28 (May); ulceration, resistant, 
treated with chlorophyll ointment, 523 

Sodium, deficiency as cause of postoperative complications, 
202; restriction in kidney disease, 375 

Sodium dehydrocholate treatment of serum-sickness type of 
penicillin reaction, 49 

Speech disorders in children, 65 

Spine, cervical, ruptured intervertebral disks, 501; interverte- 
bral disk injury, A-28 (Feb.) 

Stomach, cancer, early diagnosis and treatment, 514; dis- 
ease, early diagnosis and management, 513; diverti- 
cula, diagnosis and treatment, 398; ulcer, see Peptic 
ulcer 

Streptodornase and streptokinase in treatment of surgical 
infections, 188 

Streptomycin, see also Antibiotics; treatment of brucellosis 
with dihydrostreptomycin combined with terramycin 
or aureomycin, 476 
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Sulfadiazine, treatment of acute mastoiditis, 56 

Sulfonamide compounds, and antibiotics in communicable 
diseases, 17; treatment of bacillary dysentery, 447 

Surgeon's viewpoint, 258 

Surgery, postoperative complications due to electrolyte dis- 
turbances, 202; postoperative mortality in patients with 
adrenocortical tumors, 313, 325; treatment of infec- 
tion with streptokinase and streptodornase, 188 


TEETH, caries, prophylaxis by fluoridation of water, A-26 
(Feb.); extraction, general anesthesia for, 26 

Terramycin, see also Antibiotics; treatment of brucellosis, 
476 

Tetanus immunization, A-22 (Jan.) 

Thalamus, relation to mental functions of the brain, 177 

Thyroid, cancer, diagnosis (plate), facing page 313; extract 
in pregnancy, A-28 (Feb.) 

Tremor of head, A-30 (Apr.) 

Tromexan, oral administration, 73 

Tuberculosis, lymphadenitis, treated with streptokinase and 


streptodornase, 192; of lungs, treatment, value of 
pneumoperitoneum, 487 


ULCERS, see Peptic ulcer, Skin, Varicose ulcer 

University of California Medical School, 354 

Uterus, cancer, office diagnosis (plate), between pages 312 
and 313 


VARICOSE ulcer of ankle, A-30 (June) 

Vasomotor system instability, A-26 (Feb.) 

Veterinary medicine, fundamentals of pathology illustrated 
in captive wild animals, 126 

Virilism due to adrenal cortical tumor, 272 

Vitamin Biz in treatment of pernicious anemia, 83 

Vomiting in newborn, 154 


WATER SUPPLY, fluoridation in prophylaxis of dental 
caries, A-26 (Feb.) 

Whooping cough, treatment with antibiotics and sulfona- 
mides, 23 
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WHEN 

CORPUS LUTEUM 
HORMONE 

DEFICIENCY 


\Is THE CAUSE... 


f 
in the pregnant woman, 
PROLUTON, by intramuscular injection, 
and PRANo ablets, by mouth, 
are indi¢ated for treatment of 
~~ threatened abortion and prophylaxis 
of habitual abortion, when due 


4 to progesterone deficiency. 
® : in the non-pregnant woman, 
«4 PROLUTON and PRANONE control 


functional uterine bleeding, 
dysmenorrhea and premenstrual tension. 


(Progesterone U.S.P.) 


in the sterile woman, 
PROLUTON and PRANONE create a 
more normal endometrium favoring 


us retention of early conceptus. 
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Consultation Service 


This special consultation information service is oflered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult medical problems 
from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published each month. 
Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


USE OF LIPOTROPHICS 


QUESTION: In view of the recent work done in 
regard to the lipotrophics in arteriosclerosis, I am 
wondering if there is enough evidence to suggest 
that it might be wise for a younger man—say 
around 40 years of age—to take lipotrophics as a 
preventive measure against a possible coronary 
thrombosis or to retard the process of arterio- 
sclerosis. If the lipotrophics are of any benefit, it 
would seem to me that this would be the most prac- 
tical time for medication. 


M.D.—Wisconsin 


ANSWER: Theoretically, lipotrophic substances 
may some day prove to be of value in the preven- 
tion and treatment of atherosclerosis, but at the 
present time there is no substance known which 
has value as a lipotrophic substance in the preven- 
tion or treatment of this disease. 

DWIGHT L. WILBUR 


HYDRATION PHENOMENON 
ASSOCIATED WITH MENSTRUATION 


QUESTION: I would appreciate your advice in the 
following case: A 36 year old woman, who has 
had spells of severe headache, nausea and vomiting, 
is completely prostrated at the beginning of her 
menstrual periods. This condition has been present 
during her entire adult life. The only time she had 
relief was during her two pregnancies. At times she 
also has milder attacks in the middle of her men- 
strual period. Her gallbladder was removed five 
years ago, without altering the attacks. I feel that 
the diagnosis is without much question the hydra- 
tion phenomenon which occurs with alteration of 
endocrine levels. All my attempts at therapy have 
failed. Any suggestions as to treatment of this 
difficult case would be greatly appreciated. 

M.D.—Wisconsin 


ANSWER: This is a most interesting case. It is 
evident that the physician in charge of this patient 
has given her symptoms much thought. In all prob- 
ability the symptoms are caused, as he has suggest- 
ed, by “the (sometimes) hydration phenomenon 


which occurs with alteration of the endocrine 
levels.” 

Evidently suggestions concerning therapy have 
been carried out partially or completely by the 
physician. 

At the outset, it would be advisable, if possible, 
to make tests of the levels of estrogen and progestin 
in the course of her menstrual cycle. This might 
give information as to the therapeutic use of estro- 
gen and progestin. In the case of the hydration 
phenomenon, use of some preparation such as am- 
monium chloride and a relatively salt-free diet may 
be suggested prior to the onset of the symptoms. 

The attack could be treated as migraine and a 
careful neuropsychiatric examination would be in 
order. Perhaps the use of carercot® would be 
indicated. 

ROBERT D. MUSSEY 


TETANUS IMMUNIZATION 


QUESTION: 1. Can sensitivity to tetanus antitoxin 
best be determined by placing one drop on the con- 
junctiva? 

a. Dilution used? 
b. Reaction obtained? 
c. Dangerous effects? 

2. How long will 1500 units of tetanus antitoxin af- 
ford protection? 

3. An infant receives three shots of TRI-IMMUNOL® at 
monthly intervals starting at the age of 6 months. 
At 18 months, this child cuts her arm on a rusty 
can. Do you give antitetanus protection? If so, 
what preparation do you use? 

4. Must a test be made for sensitivity to tetanus toxoid? 

5. Do you routinely prescribe antitetanus measures in 
all superficial lacerations or puncture wounds? 

M.D.—Oregon 


ANSWER: 1. The conjunctival test has revealed 
significant hypersensitivity when the intradermal 
test has been negative; the converse is not true. 

a. Undiluted serum is used. 

b. The positive reaction varies from mild con- 
junctival redness and edema to a generalized 
systemic allergic reaction. 

(Continued on page A-24) 
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For a Better 


Available through all 
pharmacies in bottles 
of 100,500, and 1,000. 


Pediatric Rating 


Better fetal development, better health and development of 
the newborn at birth, and better health of the mother during 
pregnancy and lactation are readily achieved by the regular 
use of a vitamin and mineral supplement during these periods. 

Calvatine-C supplies most of the essential nutrients needed 
in greater quantity during pregnancy and lactation—the 
very ones most likely to be deficient in the daily diet. Four 
Calvatine-C tablets, the average recommended daily dose, 
supplies: 

Bone Phosphate..1.82 Gm. Thiamine HCl..... 4 mg. 

Ferrous Lactate....400 mg. Riboflavin.......... 4 mg. 

Vitamin D....... 1600 units Fluorine....... 0.724 mg. 
The bone phosphate contained in Calvatine-C contains not 
only calcium and phosphorus (33 and 15 per cent respec- 
tively), but also salts of fluorine, magnesium, potassium, 
sodium, strontium, borium, silicon, iron, and aluminum, with 
traces of copper, manganese, and chromium. 

Thus Calvatine-C is an excellent mineral and vitamin sup- 
plement, particularly useful for routine use during the last 
two trimesters of pregnancy and during lactation. An added 
advantage is its remarkably reasonable price. The very fact 
that it contains only the nutrients most apt to be deficient 
during pregnancy and lactation permits of a price so econom- 
ical that Calvatine-C is within the reach of every income 
group. 

SMITH-DORSEY, Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Calvatine-C 


A Dorsey PREPARATION 
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Consultation Service 


c. It is less apt to cause a systemic reaction than 

is an intradermal test. 

2. Fifteen hundred units provide moderate pro- 
tection that should not be depended on for more 
than two weeks. In badly soiled or serious wounds 
(including compound fractures) 5000 to 10,000 
units should be given. 

3. As an aside, the initial immunization might 
well be started at 3 instead of 6 months of age. 
Regardless of rust, if there is a possibility that 
either the child’s skin or the can was contaminated 
with tetanus spores, additional antitetanus protec- 
tion should be given. At the age stated, a “triple 
shot” should be given. 

4. No. 

5. Rarely for lacerations and usually for punc- 
ture wounds (including bites) and extensive burns. 
The place of occurrence of the accident, the possi- 
ble presence of tetanus spores, and the time elapsed 
since the last booster all enter into the decision. 

HARRY F. DIETRICH 


The following inquiry was submitted to two con- 
sultants whose replies are herewith presented. 


TREATMENT OF FROHLICH’S SYNDROME 


QUESTION: Please send me available information 
on the treatment of Frohlich’s syndrome in a 50 
year old female patient. 

M.D.—Montreal 


ANSWER: To me, Frohlich’s syndrome means 
pituitary damage caused either by a hypothalamic 
cyst, a lesion, tumor or craniopharyngioma inter- 
fering with pituitary function and resulting in a 
syndrome of obesity, hypogonadism and relative 
hypothyroidism. In other words, it is a form of 
hypopituitarism associated with obesity. Most forms 
of hypopituitarism are associated with loss of 
weight, except those in which there is hypothalamic 
damage, as in Frohlich’s syndrome, and obesity is 
the rule. Most patients diagnosed as having Froh- 
lich’s syndrome turn out to be purely pseudo- 
Frohlich cases. 

Briefly, the treatment of true Frohlich’s syndrome 
should be directed at the primary lesion and, if 
that is not possible—as in patients with inoperable 
tumors or cysts—then radiation therapy may be 


considered. Substitutional therapy is in order. Thy- 
roid medication, % to 2 gr. per day, depending 
on the need, and combined estrogen-androgen 
therapy orally (such as 1.25 mg. estrone sulfate or 
0.5 mg. estradiol or equivalent combined with 10 
mg. of methyl testosterone, one tablet every other 
day) may help this patient considerably. 


ANSWER: In igor Frohlich described the case of 
an obese, sexually retarded 15 year old boy with a 
pituitary tumor impinging on the hypothalamus 
and left optic nerve. Since then the term “Frohlich’s 
syndrome” has been used loosely to describe the 
combination of obesity and genital retardation, the 
latter often not well established. 

Assuming that this woman presents a clinical 
picture of hypogonadism and obesity, the differen- 
tial diagnosis must include hypopituitarism from 
tumor, hemorrhage, or trauma; or the combination 
of simple exogenous obesity and the usual hypo- 
gonadism of the menopause. Pituitary tumor may 
be implicated by roentgenograms of the sella turcica 
and by careful measurement of the visual fields 
using small objects (2 mm.). If hypogonadism is 
caused by pituitary insufficiency, assay of a 24 hour 
urine specimen will disclose a great reduction in 
pituitary gonadotropin (FSH) and 17-ketosteroid 
content. On the other hand, if the hypogonadism 
is that of the menopause, FSH excretion will be 
more than normal. 

Treatment requires an accurate diagnosis and 
is aimed at the underlying disease. A pituitary 
tumor may necessitate skilled neurosurgical or 
roentgen therapy, particularly if visual impairment 
or severe headaches are present. The treatment of 
hypogonadism, whether of pituitary or gonadal 
origin, is best handled by administration of estro- 
gens, androgens, or the combination of these (e.g., 
ethinyl estradiol 0.5 mg. daily, omitting one week 
each month to permit withdrawal bleeding; methyl 
testosterone 10 mg. daily by oral or sublingual 
route). Regardless of origin, obesity can be con- 
trolled by dietary restriction only; this restriction 
can be made easier for the patient by the addition 
of appetite-depressing drugs (e.g., desoxyephedrine 
or dextro-amphetamine 5 mg. before breakfast and 
at 3:00 P.M. daily). 


COMING POSTGRADUATE COURSES 


University of Minnesota Medical School, Minneapolis 
Continuation ceurse on therapy of cardiovascular dis- 
eases, intended for general physicians, February 14- 

16, at the Center for Continuation Study. Dr. 
Charles P. Bailey, Philadelphia, will be visiting faculty 
member and will give the annual Phi Delta Epsilon 


lecture on February 14; his subject will be “Advances 
and future trends in cardiovascular surgery.” 
Continuation course on dermatology, for general physi- 
cians, February 28-March 1, under the direction of 
Dr. Henry E. Michelson. Dr. Arthur C. Curtis, Ann 
Arbor, Michigan, will be visiting faculty member. 
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ACTHAR Gel—the new LONG-ACTING repository preparation— 


simplifies ACTH therapy comparable to the management of dia- 
betes with long-acting insulin. Home or office treatments become 
readily applicable with substantial economy to the patient. Greatly pro- 
longed therapeutic action and convenience of administration are distinct 


advantages of ACTHAR Gel. 


Recent clinical ‘studies have firmly established the recommended dosage 
of ACTHAR Gel. Established dosage for optimum therapeutic effects is 


important in the everyday use of ACTH in your practice. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus erythema- 
tosus, drug sensitivities, severe bronchial asthma, contact dermatitis, most 
acute inflammatory diseases of the eye, acute pemphigus, exfoliative der- 
matitis, ulcerative colitis, acute gouty arthritis, secondary adrenal cortical 
hypofunction. Supplied: 5 cc. multiple dose vial containing 20 I.U. per 
cc., and 5 cc. multiple dose vial containing 40 I.U. per cc. 


*THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 
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Reports 


rom abroad 


from POSTGRADUATE MEDICINE’S 


correspondents 


PARIS, FRANCE 


International Sessions of Light—The Inter- 
national Committee of Light, made up of physi- 
cians and biologists, had invited a number of il- 
luminating engineers to join in the sessions which 
were held in Paris at the end of September. The 
principal topic of discussion was: “Light and 
Habitation.” 

The agenda was concerned with five groups of 
problems: 

1. Physiology and pathology of light—A report 
by Professor Le Grand (Paris) dealt with the 
effects light produces on the eye. A series of com- 
munications was concerned with the physiologic 
effects of ultraviolet light. Professor Harold Blum 
(Princeton) read a paper on the “Photorecovery 
after ultraviolet radiation.” German scientists re- 
ported on photochemical effects, and Dutch and 
French scientists on cutaneous reactions and the 
application of a new test, developed by Dr. Jean 
Meyer (Paris), to the study of erythema and pig- 
mentation. 

2. Natural light—Problems of meteorology, of 
the orientation of buildings with respect to cli- 
matic conditions, of the dimensions and shapes of 
windows, and of building materials, especially 
window glass—always from the point of view of 
human physiology—were covered in reports con- 
tributed by Swedish, Italian, English, Israeli and 
German scientists. 

3. Artificial light—Discussion of this problem, 
the principal reason for assembling the congress, 
was devoted primarily to the physiologic effect of 
fluorescent lighting—a question still of concern in 
Europe. Leaders in the discussion—mainly French, 
English, Italian and Dutch scientists—were agreed 
that great progress had been made with respect 
to intensity and homogeneity of lighting, as evi- 
denced, for example, by increased eye comfort and 
productive capacity of labor. 

Thorough consideration was likewise given to 
certain drawbacks of this type of lighting, such as 


the necessity, for some persons, to wear correcting 
eyeglasses which are not needed for incandescent 
light, possible alterations in color values, blinding 
effects which may nullify the increased light in- 
tensity, and fatigue resulting from the flicker of 
the light element (stroboscopic effect), the latter 
being especially marked in France and Belgium 
where the alternating current frequency is adjusted 
to 50 cycles, as against 60 cycles in the United 
States. These effects may, however, be overcome 
by an expertly installed and controlled electrical 
lighting system. Finally, the ultraviolet emission is 
without danger and, in fact, contributes to the 
purification of the air. 

4. Germicidal lamps—The bactericidal effect of 
ultraviolet rays and the physics of their germicidal 
emission, with or without production of ozone, 
were discussed by Professor Dejardin of Lyon, by 
German, English and Italian scientists, by Profes- 
sor Hollaender of Oak Ridge, Tennessee, and, 
finally, in a letter from Professor Atherton of New 
York City. 

There was uniform agreement on the impor- 
tance of these rays in the sterilization of air spaces 
in which relatively few people circulate, such as 
operating rooms, hospital ward rooms, and en- 
closures for the preparation or storage of food and 
pharmaceutical products, etc. But the rays were not 
considered very effective in preventing the trans- 
mission of air-borne respiratory infections in places 
where many people congregate, as in schools. 

5. Phototherapy—New ultraviolet equipment was 
shown by Professor Rajewski (Germany) and Dr. 
Tomberg (Belgium). In Sweden, children are sys- 
tematically irradiated in the winter time. In Italy, 
tuberculous cavities are treated by endocavitary 
irradiation. In Holland, over-all irradiation is used 
for pulmonary tuberculosis. Enthusiastic approval 
was obtained by Dr. Krainik (Paris) on his dem- 
onstration of the favorable effect produced by 
ultraviolet rays on endocrine glands and the sym- 
pathetic nervous system, and his recommendation 


(Continued on page A-38) 
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With Diasal, the low sodium diet* patient can once again enjoy his meals. Diasal is 
used just like salt...it tastes, looks and pours like salt; it contains only recognized 
ingredients and is safe for prolonged use; it may be used like salt at the table and 
in cooking. No wonder Diasal meets the basic requirements of a good salt substitute,’ 
and besides keeps salt-restricted patients happy on low-sodium diets. 

Diasal contains no ammonium, lithium or sodium. It is a simple formulation of 
potassium chloride, glutamic acid, and inert excipients. Because a depleted potassium 
state may occur in patients on a low-sodium diet,’ Diasal may provide an efficient, 
convenient and safe means of supplying potassium in prophylactic amounts to the 
depleted diet. Diasal is contra-indicated only in severe renal disorders and oliguria. 
Diasal is available in 2 oz. shakers and 8 oz. bottles. 

1. Rimmerman, A.B., and Halpern, A.: A comparative study of sodium-free salt substitutes. Am. Pract. & Dig. Treatment 2:168 (February) 1951. 


2. Fremont, R.E.; Rimmerman, A.B., and Shaftel, H.E.: The occurrence and management of the low potassium state with patients on the low sodium 
diet. Postgraduate Med. 9:—(September) 1951. 


for new zest in © 
salt-restricted diets 


For samples and low-sodium diet sheets write 


E. FOUGERA & Company, Inc. + 75 Varick Street, New York 13, N. Y. 
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Reports from Abroad 


for the frequent employment of this therapy. 

Along with the congress, there took place a 
meeting of its sponsor, the International Com- 
mittee of Light. Dr. Morikofer (Switzerland) was 
elected president, and Professor Harold Blum was 
proposed as general secretary. The name of the 
committee was changed to “International Com- 
mittee of Photo-Biology,” in order to avoid confu- 
sion with the “International Committee on Light- 
ing.” The committee’s chief objective is the study 
of light in its direct effect on biologic phenomena, 
which study is to be done in cooperation with 
experts in lighting. 


GENEVA, SWITZERLAND 


First International Congress of Allergy— 
The first congress of the International Associa- 
tion of Allergists was held in Zurich, Switzerland, 
from September 23 to 29, 1951, and was followed 
by a symposium on “The Influence of Pituitary 
Gland and Adrenal Cortex on Biologic Reactions,” 
the latter being held under the auspices of the 
Swiss Academy of Medical Sciences, Zurich, on 
October 1 and 2. 

This first congress, which attracted workers in 
all fields of allergy, was presided over by Professor 
C. W. Loeffler, director of the medical clinic of 
Zurich. The sessions of the congress were opened 
by an official address of welcome by federal coun- 
cilor Dr. P. Etter, representing the Swiss govern- 
ment. Among other things, Dr. Etter expressed 
regret that many aspects of allergy are the object 
of investigations or declarations by pseudo-scientists 
and selfish commercial interests, while competent 
and authoritative scientists frequently maintain an 
overcautious reserve. 

Dr. F. W. Wittich (Minneapolis), president of 
the international delegation of allergists, aptly 
called attention to the great success scored by the 
organizers of the congress in attracting almost a 
thousand participants from more than 30 countries. 

Professor Schwarz, dean of the faculty of medi- 
cine of the University of Zurich, bestowed the title 
of honoris causa upon Professor Rich of Baltimore 
for his great contributions to experimental path- 
ology, and to Professor Hirzfeld of Breslau for his 
research into the genetic relationships among blood 
groups. 

With the aid of graphic illustrations, a most 
convincing exposé was presented of the great inci- 
dence of allergic disease today as well as its social 
and economic losses. For example, asthma alone is 
as great a cause of disability as ulcerative gastro- 


intestinal diseases, a greater cause of disability 
than fractures, and twice as great a cause of dis- 
ability as tuberculosis. 

A thorough analysis was presented of the geo- 
graphic distribution of allergic diseases, including 
the highly fascinating problem of sensitivity to 
house dust. 

Special research into the histology of allergic 
lesions revealed that both immediate and delayed 
reactions can result in necrotic and anaphylactoid 
changes and ultimate amyloidosis, after inter- 
mediary hyaloid granulomatosis. 

Since fibrinoid degeneration is not limited to 
allergic diseases, it cannot be made the criterion 
for the diagnosis of allergy; it similarly must be 
admitted that the presence of eosinophil leuko- 
cytes can likewise not be considered a sine qua non 
of allergy, for they are absent in acute reactions. 

A special discussion period was devoted to heredi- 
tary allergic manifestations as related to specific 
individual constitutions. Extremely interesting gen- 
ealogic trees were shown of families with multiple 
allergies as well as with allergies attributable to the 
rhesus factor and those giving rise to abortion. 

Another special discussion was concerned with 
the psycho-pathogenesis of bronchial asthma. Em- 
ployment of suitable methods made it possible to 
produce and study psychogenic asthma in guinea 
pigs, and to analyze the role played by the psychic 
factor in the etiology of this disease. 

The mechanism of the action of antihistaminic 
drugs was discussed in detail, and so were numer- 
ous aspects relating to the action of ACTH and 
cortisone. 

Valuable reports were given on the allergic mani- 
festations exhibited by special tissues and organs, 
such as the skin, the digestive tract, the cardio- 
vascular system, etc. 

Attention is also called to the reports on the 
standardization of allergens, as this will permit 
more precise definitions of the pathogenic and 
pharmacodynamic aspects of allergic reactions. 

As can be seen from this brief summary, the 
congress made everyone conscious of the fact that 
the idea of allergy is penetrating ever more deeply, 
not only into our concept of tuberculosis and rheu- 
matism, but also into that of many other infectious 
diseases, cardiovascular disorders, nephritis, and 
neurogenic diseases. 

The congress terminated with the grand finale 
of a banquet which also became the occasion for 
an ovation to the successful organizers of the scien- 


tific gathering—Drs. Loeffler and Grumbach. 


(Continued on page A-4o) 
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The newly elected executive committee includes: 
president, Dr. F. W. Wittich, to serve until 1955 
when he will be succeeded by Dr. Samuel Fein- 
berg (Chicago); vice presidents, Drs. V. Fabiano 
Aliez (Brazil), Pasteur-Vallery-Radot (France), 
and Q Williams (England); secretary-general, 
Dr. B. Halpern (France), and treasurer, Dr. A. 
Grumbach. The next congress will meet in Rio de 
aM Janeiro in 1955. 

. The congress was followed by a two day sym- 
posium on the influence of the pituitary gland and 
adrenal cortex on biologic reactions. The meeting 
was organized under the auspices of the Swiss 
Academy of Medical Sciences, of which Professor 
eres G. Miescher is president. In order to avoid reitera- 

7 tion at the symposium of already well known 
facts about ACTH and cortisone, the Swiss Acad- 
re emy invited as special participants several Anglo- 

ee Saxon scientists of distinction. Accordingly, the 
symposium took on a form which was very differ- 
ent from the customary one in Switzerland. That 
is, each paper presented was made the object of a 
most searching and profound discussion, in which 
such authorities as Levine and Taubenhaus (Chi- 


new dosage form 


for the bag 


cago), Schwartzman (New York), Dougherty 
(Salt Lake City), Halpern (Paris) and Rose 
(Montreal) set the pace. 

Four outstanding reports were presented. The 
first, by R. Levine, was entitled “The adrenal cor- 
tex as a regulator in tissue reactions.” The second, 
by M. Taubenhaus, bore the title “Synergism and 
antagonism of hormones in the mechanism of tissue 
reactions.” The third, by G. Schwartzman, was 
concerned with the cortisone-like effect of sodium 
salicylate when combined with pantothenic acid. 
And the fourth and last paper by T. F. Dougherty 
dealt with the problems of anaphylaxis, and the 
effect of ACTH and cortisone on the formation of 
antibodies. 

Convincing proof was given by the American 
authors of their extensive and expert knowledge in 
handling with equal facility the experimental as 
well as the clinical questions and problems. 

In spite of the great outpouring of knowledge 
at these sessions, it must be admitted that it is not 
possible as yet to formulate an acceptable general 
theory of modus operandi of ACTH and corti- 
sone. The mystery remains as it was—complete. 
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Successful clinical experience with CorTONE in 
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investigator notes: “We have not been im- 
pressed by the severity or frequency of side- 
effects . . . The side-effects due to excessive 
adrenal cortical hormone disappeared when 
the hormonal agent was discontinued.” 


Norcross, B. M., N. Y. State J. Med. 51: 2356, Oct. 15, 1951. 
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PSYCHOSOMATIC GYNECOLOGY * 


. foreword written for this 
book, has stated very 

: clearly a good definition for 

- the technic of psychosomatics. 
She says, “The best research 
and therapeutic results are ob- 
tained when the human or- 
ganism is studied simultane- 
ously by way of technics 
directed primarily toward 
soma and by those directed 
primarily toward psyches, with the two pictures 
analyzed stereoscopically.” 

Kroger and Freed have reviewed all the avail- 
able literature dealing with the psychosomatic 
aspects of obstetrics and gynecology and, to this 
review, have added the results of their own ex- 
perience. They have thus presented a great deal of 
material much of which, from the psychiatric 
aspect, is very speculative and difficult to prove 
with the present state of our knowledge. This 
does not, however, detract from the value of the 
presentation but rather points out areas in which 
a great deal of research could very profitably be 
done in the future, since it is this reviewer’s opin- 
ion that it is by the psychosomatic approach to 
these problems that some of the greatest advances 
will be made in medicine in the coming years. 

To give the reader a background the authors 
begin their book with three chapters dealing with 
the fetus and infant, first discussing the maternal- 
fetal relationship in the prenatal period and the 
possible modification of inherited characteristics in 
the fetus by its prenatal environment. Entirely 
speculative here would be the “emotional feelings” 
of the fetus and whether or not it can be influenced 
to respond to emotional changes in the mother. On 
the other hand it does not seem too far fetched 
to theorize that, through changes during its pre- 
natal period in such factors as maternal nutrition, 
oxygen supply, maternal-fetal endocrine functions 
and other conditions, the inherited characteristics 


F DUNBAR, in a 


*Psychosomatic Gynecology: Including Problems of Obstetrical Care. 
By William S. Kroger, M.D., Assistant Clinical Professor of Obstetrics 
and Gynecology, Chicago Medical School; and S. Charles Freed, M.D., 
Adjunct in Medicine, Mount Zion Hospital, San Francisco, California. 
503 pages. 1951, W. B. Saunders Company, Philadelphia & London. 
$8.00. 


of the individual may be altered. The authors go 
on further to discuss the birth process itself and its 
effect in modifying the psychosomatic constitution 
of the newborn. 

In the postnatal period the authors favor de- 
mand breast feeding, gradual and late weaning and 
late induction of bowel training. It is their feeling 
that rigid feeding schedules are a factor in pro- 
ducing frustrations that lead to adult stubbornness 
and obstinacy and, since nursing is the first and 
probably the most significant experience of the 
infant, the love the mother bestows on it during 
nursing satisfies its needs for both food and secur- 
ity and is, further, a gratifying and pleasurable 
emotional experience for the mother as well. This 
is all in line with Freudian doctrine. 

In their discussion of the significance of early 
psychosexual development in its relation to gyne- 
cologic disorders, the authors feel that the psycho- 
analytically oriented physician can better evaluate 
the unconscious aspects of the influence of early 
childhood conflicts on pelvic symptomatology and 
that one must always keep in mind the importance 
of emotional problems and their etiologic effect on 
such conditions as frigidity, menstrual disturbances, 
sexual aberrations, etc. 

On the psychosomatic aspects of pregnancy, a 
chapter by Grantly Dick Read emphasizes what 
he calls the four emotional phases of labor and the 
patient’s reaction in each of these phases. 

Concerning the psychodynamics of pregnancy, 
the authors believe that a personality appraisal of 
pregnant women is necessary if we are competently 
to evaluate the emotional as well as the physical 
complications of this period; since reproduction 
produces a conflict between the patient’s instincts 
of reproduction and self-preservation, there are 
concomitant emotions of anxiety and guilt, which 
psychiatrically have their origin in early psycho- 
sexual development. 

It is the authors’ opinion, and justifiably, that 
maternal welfare begins long before pregnancy— 
in the premarital state—and it is at this time that 
all girls should be freed of any sense of guilt they 
may have and from the many superstitions, mis- 
conceptions and false beliefs they have acquired in 
early childhood and adolescence. It is this reviewer's 


(Continued on page A-52) 
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opinion that if this can be done a rational approach 
to “natural childbirth” could easily be achieved. 

A short chapter is devoted to hypnosis (sugges- 
tive relaxation) in labor—and this technic is com- 
pared to the Read Technic of Natural Childbirth. 
The authors then discuss a number of miscellaneous 
obstetric conditions such as emotional spontane- 
ous abortion, hyperemesis gravidarum, toxemias of 
pregnancy, pica, heartburn and lactation. Their 
discussion includes the endocrine and neurophysio- 
logic aspects, the psychodynamic factors involved 
and the medical therapy, hypnotherapy and psycho- 
therapy of these conditions. 

In the second half of their book Kroger and 
Freed cover the psychosomatics of gynecologic dis- 
orders. They begin with a consideration of the 
various menstrual dysfunctions, including amenor- 
rhea, pseudocyesis, functional abnormal uterine 
bleeding, functional dysmenorrhea, etc. They point 
out that the cyclic elaboration of the ovarian hor- 
mones which is responsible for the menstrual cycle 
induces emotional changes, and that further emo- 
tional reactions may affect hormone elaboration; 
although direct evidence of the effect of the ovarian 
hormones on the psyche is inadequate, indirect evi- 
dence—particularly that brought out by psycho- 
analysis—is significant even though not conclusive. 

In discussing psychogenic sterility the authors 
state that autonomic imbalance may produce tubal 
spasm which can be relatively permanent in nervous 
patients, thus accounting for the inability to con- 
ceive. Further study may show the relationship be- 
tween emotional disturbance and sterility. 

The section relating to such conditions as frigid- 
ity, dyspareunia, low back pain, and pelvic pain 
includes a presentation of differential diagnosis 
from a psychosomatic point of view, the psycho- 


dynamic factors involved and the various forms of 
psychosomatic therapy. 

The menopause, pruritus vulvae, homosexuality 
and nymphomania are also considered in detail. 

In the final two chapters of their book, which have 
to do with diagnosis and psychogynecic therapy, 
the authors make a number of statements which 
seem valid from a psychiatric and psychosomatic 
standpoint. They point out the frequently seen dis- 
crepancy between the demonstrable pelvic lesions 
in the patient and the severity of her gynecologic 
symptoms and complaints. It has been apparent 
that patients with emotional difficulties develop de- 
fensive patterns of behavior in their attempt to 
adjust to those difficulties and, in many of the 
gynecologic conditions seen, the pathology is the 
end result of an emotional illness. 

It is further pointed out that prolonged emo- 
tional illness tends to become chronic and to pro- 
duce chronic dysfunction of the body’s organ sys- 
tems. An attempt is made to show that certain 
types of emotions tend to disturb the function of 
certain organs and that particularly conflicts con- 
cerning sexual wishes, masturbation and menstrua- 
tion affect the female reproductive organs. 

The ideal therapist for the patient in all of the 
cases which involve gynecologic disorders would 
be a physician as well trained in psychiatry as in 
gynecology, since the gynecologist who has not 
had psychiatric training is obviously limited in 
many conditions in the type of therapy that he can 
offer; the patient should be treated as a psycho- 
social-biologic unit. The authors conclude their 
book with brief discussions of supportive and in- 
sight therapy, psychoanalysis, hypnosis, hypno- 
analysis and narcosynthesis. 

M. A. 


> THE 1951 YEAR BOOK OF PEDIATRICS (July 1950-June 1951) - - - 


Edited by Henry G. Poncher, M.D., Professor and Head, Department of 
Pediatrics, College of Medicine, University of Illinois. With the collaboration 
of Julius B. Richmond, M.D., Professor, Department of Pediatrics, College of 
Medicine, University of Illinois, Chicago. Editor Emeritus: Isaac A. Abt, M.D. 
441 pages, illustrated. 1951, Year Book Publishers, Inc., Chicago. $5.00. 


For the busy physician who 
does not have access to the 
most important pediatric liter- 
ature or who has insufficient 
time to read it, the 1951 Year 
Book of Pediatrics will serve 
as a valuable working manual. 
Carrying out the policy initi- 
ated two years ago, Dr. Pon- 
cher has contributed a most 
interesting editorial chapter 
which highlights the general trends in pediatrics, 


and summarizes what he considers the most sig- 
nificant research during the past year. He also 
makes critical comments on many of the articles, 

based on his own experience and analyses. 
According to the editor, the most outstanding 
contribution of the past year is the report of 
Wannamaker on the prophylaxis of acute rheu- 
matic fever. Briefly, this controlled study shows 
that prompt identification of streptococcic respira- 
tory diseases and their treatment with penicillin 
will decrease the incidence of acute rheumatic fever 
(Continued on page A-54) 
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and its most serious complication, heart disease. 

Another important research that is stressed as 
significant is the relation between immunizations 
and the incidence of infantile paralysis. All the 
writers seem to agree that immunizations in chil- 
dren, during the polio season, predispose to the 
development of the disease and localization of 
paralysis in the sites injected. Although the mech- 
anism still remains obscure, all the investigators 
advise withholding immunizations against diph- 
theria, pertussis and tetanus until a month after 
the polio season, unless the hazards from other 
infections seem greater. 

As is to be expected, ACTH and cortisone have 


filled many pages of literature the past year. A 
note of warning against their indiscriminate use 
recurs in all the articles abstracted. 

A whole chapter is devoted to the 1950 White 
House Conference on Children and Youth. It re- 
flects the importance of pediatrics in social medi- 
cine and the important role of the pediatrician in 
a national health program. Based on the extensive 
studies of the American Academy of Pediatrics on 
the physical and emotional fitness of American 
children, the conference not only discussed and de- 
bated but also drew up a sound, practical program 
which if put into effect will reduce morbidity and 
save many children’s lives. 

M.S. 


&> THE NORMAL CEREBRAL ANGIOGRAM .-- - 


By Arthur Ecker, M.D., Ph.D. (Neurology), Surgical Neurologist, Syracuse, 
New York. 190 pages with 140 figures. 1951, Charles C Thomas, Springfield, 


Illinois. $6.50. 


Within recent years cerebral angiography has be- 
come a very popular procedure and a very valuable 
aid in the diagnosis and localization of lesions 
within the intracranial cavity. Its development has 
also yielded a great deal of valuable information 
regarding the normal cerebral vascular supply. Be- 
cause of the importance of the technic, this volume 
should prove a very valuable addition to the medi- 
cal literature. Well organized, the book contains 
147 carefully selected illustrations demonstrating 


primarily the appearance of the normal vascular 
structures and their variations. 

The first part of the book comprises a careful 
description of angiographic technic with an equally 
careful reference to possible complications and the 
various artifacts that may be encountered. Those 
interested in the study and diagnosis of lesions of 
the nervous system—neurologists, neurosurgeons, 
radiologists, physiologists and neuroanatomists— 
should find this a useful aid. 


A. B. B. 


& ARTHRITIS AND THE RHEUMATIC DISEASES - - - 


By Philip Lewin, M.D., F.A.C.S., F.1.C.S., Professor and Chairman of the 
Department of Bone Surgery, Northwestern University Medical School; Pro- 
fessor of Orthopedic Surgery, Cook County Graduate School of Medicine; 
Senior Attending Orthopedic Surgeon and Chairman of Department, Michael 
Reese Hospital; Attending Orthopedic Surgeon, Cook County Hospital, Chi- 
cago. Foreword by Morris Fishbein, M.D. 175 pages. 1951, McGraw-Hill 
Book Company, Inc., New York, Toronto & London. $3.50. 


On the whole, the author, a well known ortho- 
pedic surgeon, is successful in his stated objective— 
to “place in people’s hands a small book that con- 
tains a clear, accurate picture of the subject of 
arthritis and the rheumatic diseases in a practical 
everyday perspective.” 

Most of the errors in the book can be attributed 
to the rather oversimplified method of presentation. 
Although there are specific chapters with separate 
discussion of the two major forms of arthritis— 
rheumatoid arthritis and degenerative joint dis- 
ease—the author at times rambles from one type 
to the other. This leaves the reader somewhat con- 


fused and tends to undo the otherwise proper stress 
on the importance of clear differentiation of the 
type of arthritis an individual patient may have. 
The discussion of “prearthritic signs” is so vague 
and generalized as to cause unjustified fear in many 
readers. There appears to be undue emphasis on 
the importance of focal infection as a causative fac- 
tor in rheumatoid arthritis. The repeated referral 
to arthritic patients as “unlucky souls,” “unfortu- 
nate individuals,” “pitiable,” etc., is to be deprecated 

in a book for popular use. 
The chapters on osteoarthritis are very worth 
(Continued on page A-56) 
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while. The suggested use of thyroid extract in re- 
ducing the weight of obese osteoarthritic patients 
is questionable. There is rightful stress throughout 
the book on the importance of proper joint care, 


the necessity for adequate rest, the dangers of 
patronizing quacks, and the importance of close 
cooperation with the attending physician. 

P. B. J. 


&> PHYSIOLOGY OF THE NEWBORN INFANT -- - 


By Clement A. Smith, M.D., Associate Professor of Pediatrics, Boston Lying- 
In Hospital, Harvard Medical School, Boston. Ed. 2. 348 pages, illustrated. 
1951, Charles C Thomas, Springfield, Illinois. $7.50. 


Although infant mortality rates have been great- 
ly reduced in the last 50 years, the mortality during 
the first two weeks of life has not decreased pro- 
portionately. If the lungs do not expand adequately, 
if the heart does not start beating, if the body tem- 
perature cannot be regulated, the newborn may not 
survive. Prematurity, congenital defeets, obstetric 
accidents and acute infections are also perils which 
confront the newborn baby. 

In integrating a great deal of clinical informa- 
tion with statistical and experimental data the 
author of this monograph has performed a service 
not only to the researcher and teacher, but also 
to the physician who is confronted with the re- 
sponsibility of saving the life of the individual 
infant. 

Some of the most pertinent and practical facts 
for the average doctor which Dr. Smith has in- 
cluded may be summarized briefly as follows: 

1. The lungs of all newborns are atelectatic. 
Transient atelectasis must be differentiated from 
pathologic atelectasis as quickly as possible by the 
clinical symptoms and x-ray findings because early 
surgery may save the life of the baby. 

2. A knowledge of the peculiarities of the physi- 


Books received will be acknowledged in this depart- 
ment each month. As space permits, ks of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


Surgical Measures in Hypertension. By Reginald H. 
Smithwick, M.D., Professor of Surgery and Chairman of 
the Department of Surgery, Boston University, School of 
Medicine; Surgeon-in-Chief, Massachusetts Memorial Hos- 
pital, Boston. 95 pages, illustrated. 1951, Charles C 
Thomas, Springfield, Illinois. $3.00. 


Tonsil and Allied Problems. By Roy H. Parkinson, 
M.D., F.A.C.S., Chief of Eye, Ear, Nose and Throat Depart- 
ment, St. Joseph’s Hospital, San Francisco. 432 pages with 
250 figures. 1951, The Macmillan Company, New York. 
$12.00. 


The 1951 Year Book of General Surgery (July 
1950-May 1951). Edited by Evarts A. Graham, A.B., M.D., 


ology of the heart is especially important today 
because of the newer lifesaving benefits of surgery. 

3. The author’s explanation for physiologic 
icterus is hepatic immaturity. While jaundice 
may appear in about 50 per cent of all newborns, 
if it appears right after birth it is probably path- 
ologic. Careful blood studies including those for 
the Rh factor should be made early to differentiate 
between physiologic icterus and erythroblastosis. 

4. Although we do not yet have the final answer 
to the physiology of “colic” and “crying,” the pecu- 
liarities of peristaltic motility and the easy distensi- 
bility of the musculature may have a bearing upon 
this “headache” to the practitioner. Air swallowing 
may also contribute to gastrointestinal distention. 

5. Because the baby is born with an available 
stock of minerals and vitamins, it is unnecessary 
to give large amounts of artificial vitamins right 
after birth. 

6. Because of the popularity of hormones, a word 
of caution by the author is timely. Not only are 
hormones unlikely to be helpful at this age, but 
they also may produce an imbalance later in life. 
This, of course, does not apply to cretins or the 
treatment of tetany. 

M. S. 


Professor of Surgery, Washington University School of 
Medicine; Surgeon-in-Chief of the Barnes Hospital and of 
the Children’s Hospital, St. Louis. With a section on anes- 
thesia edited by Stuart C. Cullen, M.D., Professor of Sur- 
gery and Chairman of Division of Anesthesiology, State 
University of Iowa College of Medicine and Hospitals. 621 
pages, illustrated. 1951, Year Book Publishers, Inc., Chi- 
cago. $5.00. 


Textbook of Refraction. By Edwin Forbes Tait, M.D., 
Ph.D., Associate Professor of Ophthalmology, Temple Uni- 
versity School of Medicine; Attending Surgeon (Ophthal- 
mology), Temple University, and Montgomery Hospitals. 
418 pages with 93 figures. 1951, W. B. Saunders Company, 
Philadelphia & London. $8.00. 


How To Improve Your Sexual Relations. By Edwin 
W. Hirsch, M.D. 64 pages. 1951, Zeco Publishing Co., Chi- 
cago. $1.00. 


(Continued on page A-58) 
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BACTERICIDAL... 


VU 


FUNGICIDAL. .- 


pono RESEARCH 


The NEW 0-TOS-MO-SAN 


is a Specific in Suppurative Ear Infections — 
both Acute and Chronic, also External Otitis 
because it is. . 


(GRAM-POSITIVE — GRAM-NEGATIVE) — it KILLS 
BACTERIA, including BACILLUS PROTEUS, 

B. PYOCYANEUS, E. COLI, BETA HEMOLYTIC 
STAPHYLOCOCCUS AUREUS 


(Isolated from ear infections and found resistant 
to antibiotics in laboratory tests) 


it KILLS FUNGI — including ASPERGILLI, 
TRICOPHYTON, MONILIA, and 
MICROSPORUM 


NON-TOXIC NON-IRRITATING 
STABLE e CLEAR 


PROVED EFFECTIVE AGAINST ANTIBIOTIC RESISTANT STRAINS OF ORGANISMS 


FORMULA: 

A NEW, improved process, using 
Doho glycero! base, results in a 
chemical combination having 
these valuable properties. 


2.0 GRAMS 
Sulfathiazole .......... 1.6 GRAMS 
Glycerol (DOHO) Base 

16.4 GRAMS 


(Highest obtainable spec. grav.) 


Substantiating Laboratory and Clinical data in press. 


TRY NEW O-TOS-MO-SAN in your 
most stubborn cases, the results will 
prove convincing. 
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Have you heard 
the whole story ? 


ABOUT THE SANBORN 


METABULATOR 


MODERN 
METABOLISM 
TESTER 


To get the whole story, 
ie use the coupon below. 


The “Sample Demonstration” folder is a 
word-and-picture preview of what an actual 
demonstration would show you — the in- 
ae strument’s fine professional appearance, ex- 
See treme simplicity of operation, absolute min- 
imum of maintenance, and simple, accurate 
BMR computation. 
tall A booklet, “The BMR Patient’s Nose” com- 
er pares, in 16 pages of cartoons, photographs, 
; and little text, the “old and new” in metab- 
Ma olism testers. Among the subjects discussed 
et are why patient “scares are getting scarc- 
er’, how changing absorbent is “as easy as 
MS making fresh coffee” . . . and so on. 


” 
Demonstration 


1 
“some 
folder se" 
send athe BMR Patient's N° 
booklet 1 
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ANBORN 


CAMBRIDGE 39, MASSACHUSETTS 


The Medical Bookman 


Diagnosis and Treatment of Menstrual Disorders 
and Sterility. By Charles Mazer, M.D., F.A.C.S., Formerly 
Associate Professor of Gynecology and Obstetrics, Graduate 
School of Medicine, University of Pennsylvania; Attending 
Gynecologist, St. Agnes Hospital; Consulting Gynecologist, 
Mount Sinai Hospital, Philadelphia, and S$. Leon Israel, 
M.D., F.A.C.S., Assistant Professor of Gynecology and 
Obstetrics, Graduate School of Medicine, University of 
Pennsylvania; Attending Gynecologist, Mount Sinai Hos- 
pital, Philadelphia. Ed. 3. 583 pages with 137 illustrations, 
1951, Paul B. Hoeber, Inc., New York. $10.00. 


Visceral Innervation and Its Relation to Personal- 
ity. By Albert Kuntz, Ph.D., M.D., Professor of Anatomy, 
St. Louis University School of Medicine, St. Louis. 160 
pages with 31 illustrations. 1951, Charles C Thomas, Spring- 
ficld, Hlinois. $4.50. 


Comparative Physiology of the Thyroid and Para- 
thyroid Glands. By Walter Fleischmann, M.D., Ph.D., 
Veterans Administration Hospital, Fort Howard, Maryland; 
Instructor in Pediatrics, Johns Hopkins University School 
of Medicine, Baltimore, Maryland. 78 pages. 1951, Charles 
C Thomas, Springfield, Illinois. $2.25. 


Epileptic Seizure Patterns; A Study of the Localizing 
Value of Initial Phenomena in Focal Cortical Seizures. By 
Wilder Penfield, C.M.G., M.D., D.Sc., F.R.C.S., F.R.S., 
Professor of Neurology and Neurosurgery, McGill Univer- 
sity; Director, Montreal Neurological Institute, Montreal, 
Canada, and Kristian Kristiansen, M.D., Assistant Surgeon 
in charge Neurosurgery, Oslo City Hospital, Oslo, Norway. 


104 pages, illustrated. 1951, Charles C Thomas, Spring- 
field, Illinois. $3.00. 


Outline of Fundamental Pharmacology; The Me- 
chanics of the Interaction of Chemicals and Living Things. 
By David Fielding Marsh, Professor and Head of the De- 
partment of Pharmacology, West Virginia University School 
of Medicine, Morgantown, West Virginia. 219 pages. 1951, 
Charles C Thomas, Springfield, Illinois. $6.00. 


Studies in Medicine; A Volume of Papers in 
Honor of Robert Wood Keeton. By 57 contributors. 


396 pages, illustrated. 1951, Charles C Thomas, Springfield, 
Illinois. $8.50. 


Physical Medicine and Rehabilitation for the Clin- 
ician. Edited by Frank H. Krusen, M.D. With articles by 
24 contributors. 371 pages with 96 figures. 1951, W. B. 
Saunders Company, Philadelphia & London. $6.50. 


Surgical Practice of the Lahey Clinic. By members 
of the staff of Lahey Clinic, Boston. 1,014 pages with 784 
illustrations on 509 figures. 1951, W. B. Saunders Com- 
pany, Philadelphia & London. $15.00. 


Your Diabetes; A Complete Manual for Patients. By 
Herbert Pollack, M.D., Associate Physician for Metabolic 
Diseases,*Mount Sinai Hospital, New York. Marie V. Krause, 
M.S., Consulting Dietitian. Revised Edition. 212 pages. 1951, 
Paul B. Hoeber, Inc., New York. $3.00. 


Atlas of Genito-Urinary Surgery. By Philip R. Roen, 
M.D., F.A.C.S., Instructor in Urology, New York Post- 
Graduate Medical School; Clinical Instructor in Urology, 
New York Medical College; Associate Visiting Urologist, 
Morrisania City Hospital; Assistant Attending Urologist at 
Midtown Hospital and Yonkers General Hospital; Civilian 
Consultant in Urology, U.S. Air Force, Mitchel Field Air 
Base Station Hospital. Introduction by Clarence B. Bandler, 
M.D., F.A.C.S. Illustrations by Charles Stern. 325 pages, 
illustrating 71 surgical procedures. 1951, Appleton-Century- 
Crofts, Inc., New York. $8.00. 
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The Medical Bookman 


The Surgical Clinics of North America; Nationwide 
Number. A Symposium on Minor Surgery. By 30 contribu- 
tors. 1,580 pages, illustrated. 1951, W. B. Saunders Com- 
pany, Philadelphia & London. $15.00 per year, 6 issues. 


Thyroid Function and its Possible Role in Vascular 
Degeneration. By William B. Kountz, M.D., Assistant 
Professor of Clinical Medicine, Washington University 
School of Medicine; Director of Clinical Services, Division 
of Gerontology, Washington University School of Medicine 
and the St. Louis City Infirmary Hospital; Consulting 
Physician, Barnes Hospital and Lutheran Hospital, St. 
Louis. 62 pages, illustrated. 1951, Charles C Thomas, 
Springfield, Illinois. $2.25. 


Tumors of the Skin; Benign and Malignant. By Joseph 
Jordan Eller, M.D., Director, Department of Dermatology, 
New York City Hospital, and William Douglas Eller, M.D., 
Assistant in Dermatology and Syphilology, University Hos- 
pital, New York-Bellevue Medical Center; Associate Attend- 
ing Dermatologist, New York City Hospital. Ed. 2. 697 
pages with 550 illustrations and 3 color plates. 1951, Lea 
& Febiger, Philadelphia. $15.00. 


Surgery of Peripheral Nerves. By Emil Scletz, M.D., 
F.A.C.S., F.L.C.S., Assistant Clinical Professor of Neuro- 
logical Surgery, University of Southern California School of 
Medicine; Associate Senior Attending Neurosurgeon, Cedars 
of Lebanon Hospital; Junior Attending Neurosurgeon, Los 
Angeles General Hospital, Los Angeles. 212 pages with 136 
illustrations. 1951, Charles C Thomas, Springfield, Illinois. 
$10.75. 


Renal Diseases. By FE. T. Bell, M.D. Ed. 2. 448 pages 
with 123 illustrations and 4 color plates. 1950, Lea & 
Febiger, Philadelphia. $8.00. 


Therapeutic Radiology. By George Winslow Holmes, 
M.D. and Milford D. Schulz, M.D. 347 pages with 121 
illustrations, 10 in color. 1950, Lea & Febiger, Philadelphia. 
$7.50. 


Regional Dermatologic Diagnosis; A Practical System 
of Dermatology for the Nonspecialist. By Ervin Epstein, 
M.D. 328 pages with 148 illustrations. 1950, Lea & Febiger, 
Philadelphia. $6.00. 


A Primer of Venous Pressure. By George E. Burch, 
M.D. 174 pages with 170 illustrations. 1950, Lea & Febiger, 
Philadelphia. $4.00. 


Bridges’ Food and Beverage Analyses. By Marjorie 
R. Mattice, A.B., Sc.M. Ed. 3, revised. 412 pages. 1950, 
Lea & Febiger, Philadelphia. $5.50. 


1951 Year Book of Obstetrics and Gynecology 
(August 1950-June 1951). Edited by J. P. Greenhill, B.S., 
M.D., F.A.C.S., Professor of Gynecology, Cook County 
Graduate School of Medicine; Attending Gynecologist, Cook 
County Hospital, Attending Obstetrician and Gynecologist, 
Michael Reese Hospital; Associate Staff, Chicago Lying-In 
Hospital, Chicago. 567 pages, illustrated. 1951, Year Book 
Publishers, Inc., Chicago. $5.00. 


Biological Antagonism; The Theory of Biological 
Relativity. By Gustav J. Martin, Sc.D., Research Director, 
The National Drug Company, Philadelphia. 516 pages with 
64 figures and 44 tables. 1951, The Blakiston Company, 
Philadelphia, New York & Toronto. $8.50. 


Untoward Reactions of Cortisone and ACTH. By 
Vincent J. Derbes, M.D., F.A.C.P., Associate Professor of 
Medicine, Tulane University of Louisiana School of Medi- 
cine; Head of Department of Allergy, Ochsner Clinic, New 
Orleans. 77 pages. 1951, Charles C Thomas, Springfield, 
Illinois. $2.25. 
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To meet your requirements for differ- 
ent vitamin combinations for drop dos- 
age, Doctor, are Mead’s three liquid 
vitamin preparations — POLY-VI-SOL. 
TRI-VI-SOL and CE-VI-SOL. 


Water-soluble - Pleasant-tasting - Easy-to-use 


All three of Mead’s “Vi-Sols” are for- 
mulated and manufactured with the 
meticulous care and scientific control 
that have always paretere Mead’s 
vitamin products. 


Vitamin A | Vitamin D 


Ascorbic Acid | Thiamine | Riboflavin | Niacinamide 


POLY-VI-SOL | 5000 1000 


50 mg. 1 mg. | 0.8 mg. 5 mg. 


é each 0.6 cc. supplies units units 

: TRI-VI-SOL 5000 1000 

| ; each 0.6 cc. supplies units units 50 mg. 
CE-VI-SOL 


each 0.5 cc. supplies 


AVAILABLE IN 15 AND 50 cc. BOTTLES WITH CALIBRATED DROPPER 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND.,U.S.A. 
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New Drugs and Instruments 


Information published in this department has been sup- 


plied by 


TRYPTAR 


purpose: Chemical removal of dead tissue from wounds 
and body cavities. 

composition: A pure form of trypsin, an enzyme pro- 
duced in the mammalian pancreas, the function of 
which in nature is to break down and digest the 
proteins of food. 

DESCRIPTION: Sound or viable tissue contains anti-trypsin 
or trypsin inhibitor, which stops the action of trypsin 
almost instantaneously. Thus, when the drug has 
liquefied the dead tissue of an ulcer or the blood 
and serum clots of an infected chest cavity, no 
damage is done to the adjoining good tissue. It does 
not affect bacteria directly. 

INDICATIONS FOR UsE: From tuberculous empyema, in 
which the value of trypsin was first demonstrated, 
its use has been extended to such conditions as 
ulcers of various types, osteomyelitis, gangrene, 
frostbite, mangled traumatic wounds and infections 
of other cavities. 

HOW SUPPLIED: Tryptar was made available on Septem- 
ber 10 to all registered hospitals; within a short time, 
the supply will be increased to meet all demands. 

propucer: Armour & Co., Chicago, Ill. 


“FULL AND EMPTY” TAGS 


DESCRIPTION: New tag for oxygen cylinder carries a 
convenient table for estimating the remaining hours 
of cylinder service. Looped string allows the hang- 
ing of the tag over the cylinder with or without the 
valve cap in place. To obtain a supply of the new 
tags, request Form No. 1088 Rev. 

propucerR: Ohio Chemical & Surgical Equipment Co., 
1400 E. Washington Ave., Madison, Wis. 


LIPOMUL*-ORAL 


purpose: High calorie dietary supplement. 

COMPosITION: Contains vegetable oil 40 per cent w/v, 
anhydrous dextrose 10 per cent w/v, and sodium 
benzoate as preservative, 0.1 per cent. 

INDICATIONS FOR USE: For underweight and malnutri- 
tion, in prolonged convalescence and chronic illness, 
and postoperatively to furnish calories and spare 
dietary protein for body protein deposition. 

DOSAGE AND ADMINISTRATION: Should be mixed with 
milk in any proportion, or flavored with chocolate 
syrup or other flavor. Recommended dosage for 
adults, 1 to 3 fluidounces (2 to 6 tablespoonsful) 
three times daily. Children, /% to 2 fluid ounces (1 
to 4 tablespoonsful) twice daily. 

HOW suPPLIED: Pint bottles. 

Propucer: The Upjohn Co., Kalamazoo, Mich. 


*Trademark. 


the manufacturers of the products described. 


“MD” WHITE STEEL MEASURING TAPE 


pEscRIPTION: Handy 2 oz. rule for checking x-ray 
prints, measuring irregular limbs, recording infants’ 
growth and many other uses. Has a convenient clip 
to retain measurements, or the rule can be marked 
in ink and wiped clean. Its 78 inch length is cali- 
brated in centimeters (200) as well as inches. 

propucer: Master Rule Mfg. Co., Middletown, N.Y. 


EMERGISET 


purpose: Emergency suture unit for use in accident 
rooms, minor surgery clinics and doctors’ offices. 

DESCRIPTION: Consists of four jars, three filled with 
sterile sutures and the fourth containing Davis & 
Geck’s regular germicidal solution for convenience 
in keeping other sutures and needles within reach, 
sterilized and ready to use. For plastic repair and 
other fine suturing about the face and other thin 
skin, the unit supplies one dozen of Product No. 
1682, Dermalon (blue monofilament nyLon®), 4-0 
with atraumatic cutting needle CE-4. For suturing 
smaller lacerations of both the skin and soft tissues, 
one dozen of Product 1660—Anacap surgical silk 4-0 
with atraumatic cutting needle CE-4—is supplied in 
a second jar. The third jar contains one dozen of 
Product 987—Anacap surgical silk oo with atrau- 
matic cutting needle CE-6—for suturing large lacera- 
tions and for tough tissues such as scalp, feet, hands 
and knees. Extra jars of the sutures are available as 
refills. 

propucer: Davis & Geck, Inc., Brooklyn, N. Y. 

(Continued on page A-66) 
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New Drugs and Instruments 


PLAXPAK DETERGENT DISPENSER 


purpose: Prophylactic degerming of the skin of doctors, 
dentists and nurses and also for use by patients with 
skin infections. 

DESCRIPTION: Self-dispensing Plaxpak polyethylene bottle 
filled with pHisoHex, a sudsing, antibacterial deter- 
gent, and a wall bracket of ivory-colored polystyrene, 
In use, the mounted bottle is turned upside down 
and squeezed. 

PropuceER: pHisoHex is a product of Winthrop-Stearns, 
Inc., New York, N.Y. The refiliable squeeze bottles 
are supplied by Plax Corporation, Hartford, Conn. 


PABALATE-SODIUM FREE 


purpose: New form of the antirheumatic PABALATE, a 
synergistic combination of two drugs for maintain- 
ing higher salicylate blood levels on lower dosage. 

composition: Each tablet contains: 


Ammonium salicylate ............. 0.3 gm. (5 gr.) 
Para-aminobenzoic acid (as the 
potassium salt) ....... 0.3 gm. (5 gr.) 


INDICATIONS FOR USE: Indications are basically the same 
as for Pabalate, but Pabalate-Sodium Free is espe- 
cially recommended where conditions make it desir- 
able to restrict sodium intake or increase potassium 
intake or both. Concurrent administration of Paba- 
late-Sodium Free is stated to permit more effective 
arthritic control on lower ACTH or cortisone dosage. 
This is because ACTH or cortisone may so disturb 
electrolyte balance that sodium (and water) are re- 
tained and potassium is lost. Also recommended 
when the condition is complicated by congestive heart 
failure or essential hypertension, with sodium reten- 
tion as a factor, or in pregnancy where sodium in- 
take tends to augment the already positive water 
balance of normal pregnancy. 

cAuTION: Contraindicated in the presence of renal in- 
sufficiency associated with oliguria or anuria. 

How suppLieD: Bottles of 100 and 500 enteric-coated 
tablets. 

propucer: A. H. Robins Co., Richmond, Va. 


TRI-DEX 


puRPOSE: Appetite depressant. 

coMPosiTIon: Each green, triangular-shaped tri-tab 
contains 5 mg. of dextro-amphetamine hydrochloride. 

DOSAGE AND ADMINISTRATION: One tablet two to four 
times daily. 

How suppLigD: Bottles of 100 and rooo tablets. 

propucerR: Testagar & Co., Inc., Detroit, Mich. 


HAEMO-SOL 


purpose: Blood solvent and cleaner specifically de- 
veloped for hospital and laboratory work. 

DESCRIPTION: Contains no caustics, silicates, acids or 
chromates. It is a highly refined chemical prepara- 
tion combining cleaning efficiency, free rinsing 
properties and rust inhibition. Full information and 
samples may be obtained from: 

propucrR: Meinecke & Co., Inc., 225 Varick St., New 
York 14, N.Y. 
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New Drugs and Instruments 


DESITIN LOTION 


pescripTION: A homogenized, protective lotion which 
provides the healing effects of crude Norwegian cod 
liver oil with the astringent action of zinc oxide and 
magnesium carbonate in rose water and lime water. 
Useful as a vehicle for many dermatologic drugs. 

INDICATIONS FoR UsE: Relief from pruritus in sunburn 
and other minor burns, exanthema, intertrigo, insect 
bites; dermatitis from poisonous plants and chemi- 
cals; industrial dermatitis and minor skin irritations. 

DOSAGE AND ADMINISTRATION: Apply locally three to 
four times daily. 

HOW SUPPLIED: 6 oz. bottles. 

propuceR: Desitin Chemical Co., Providence, R. I. 


TWIN-BARB TABLETS 


purpose: Twin-action hypnotic and sedative. 

composition: Each tablet consists of a sugar-coated 
shell of pentobarbital sodium 1% gr. surrounding 
an enteric-coated nucleus of phenobarbital % gr. 
Reduced strength tablets: Each contains pentobarbital 
sodium % gr. with nucleus of phenobarbital 4 gr. 

cauTION: Prolonged use of barbiturates may lead to 
habituation. 

DOSAGE AND ADMINISTRATION: One tablet will usually in- 
duce six or eight hours’ sleep. For sedation: 1 tablet, 
repeated if necessary. 

How suPPLIED: Bottles of 100 and 1000. 

propucer: B. F, Ascher & Co., Inc., Kansas City, Mo. 


VENTRILEX* KAPSEALS 


purpose: Oral antianemic agent. 
composition: Each Kapseal contains: 


Crystalline vitamin By ..... 
Concentrated extract of stomach .......... 0.3 gm. 
Liver .........-.... 


INDICATIONS FOR USE: Many types of anemia, especially 
those of combined nature. 
How suppLiep: Bottles of 100 and 1000 Kapseals. 
propucer: Parke, Davis & Company, Detroit, Mich. 
*Trademark. 


ELIXIR SLOWTEN 


PuRPOsE: Treatment of mild vitamin B: deficiency and 
in the symptomatic treatment of anorexia, disturbed 
sleep, subjective fatigue, irritability and emotional 
upsets. 

composition: Each teaspoonful contains: 


oe Y gr. (16.2 mg.) 
Thiamine 
15 per cent 


DOSAGE AND ADMINISTRATION: Adults—t teaspoonful 
after each meal and 1 or 2 teaspoonsful at bedtime, 
or as prescribed. Children (over one year)—1 or 2 
teaspoonsful a day. 

cauTION: To be dispensed only by or on the prescrip- 
tion of a physician. 

HOW sUPPLIED: Pints and gallons. 

Propucer: The E. L. Patch Co., Stoneham, Mass. 


(Continued on page A-68) 
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TRUOZINE DULCET TABLETS WITH 
PENICILLIN 
TRUOZINE TABLETS WITH PENICILLIN 


purpose: Sulfonamide-penicillin therapy. 

composition: Each Truozine Dulcet Tablet contains 
o.t gm. (1% gr.) of sulfadiazine, sulfamerazine and 
sulfamethazine (total of 0.3 gm.) and 50,000 units 
of penicillin G potassium. Each Truozine Tablet 
contains 0.167 gm. (2% gr.) of sulfadiazine, sulfa- 
merazine and sulfamethazine (total of 0.5 gm.) and 
150,000 units of penicillin G potassium. 

DOSAGE AND ADMINISTRATION: Children—3 or 4 Dulcet 
tablets initially, followed by 1 or 2 Dulcet tablets 
every four hours. Adults—4 plain tablets initially, 
followed by 1 or 2 tablets every four hours. 

HOW SUPPLIED: Truozine Dulcet Tablets with Penicil- 
lin 50,000 units, bottles of 25. Truozine Tablets 
(grooved) with Penicillin 150,000 units, bottles of 
25 and 100. 

propucer: Abbott Laboratories, North Chicago, III. 


SHARCILLIN AQUEOUS SUSPENSION 


purpose: Treatment of infections caused by penicillin- 
susceptible organisms, particularly where prolonged 
penicillin blood levels are desired. 

coMposiTIon: Each cubic centimeter contains 300,000 
units of crystalline procaine penicillin G in aqueous 
suspension. 

DOSAGE AND ADMINISTRATION: Only the intramuscular 
route should be employed. May be kept up to two 
weeks without refrigeration; for longer periods it 
should be stored below 25° C. (77° F.). 

HOW supPPLIED: In 1 cc. B-D* disposable cartridge 
syringes and in 10 cc. multiple-dose vials. 

propucer: Sharp & Dohme, Inc., Philadelphia, Pa. 


*Trademark Becton Dickinson & Co. 


ESKAPHEN B TABLETS 


purpose: New dosage form of Eskaphen B, for treat- 
ment of nervous patients with poor appetites. 

composition: Each tablet contains: 

Thiamine hydrochloride ........... 5 mg. 

INDICATIONS FOR UsE: Symptomatic treatment of neu- 
rasthenic conditions characterized by anorexia, dis- 
turbed sleep, subjective fatigue, irritability and emo- 
tional instability. 

DOSAGE AND ADMINISTRATION: 2 to 6 tablets daily in 
divided doses. 

HOW suUPPLIED: Bottles of 50 tablets. 

propucer: Smith, Kline & French Laboratories, Phila- 

delphia, Pa. 


Adetate Additive Elixir (Sharp & Dohme) 
Bexosal Tablets (B. F. Ascher & Co.) 
Bicillin (Wyeth, Inc.) 
Biosulfa 250 M (Upjohn) 
Dihydrocillin (Upjohn) 
Dorbane (Schenley Labs.) 


New Drugs and Instruments 


New products approved for inclusion in this department but for which space 
is not available this month are listed below. Detailed descriptions of these drugs 
and instruments will be printed in subsequent issues. 


VARIDASE* STREPTOKINASE- 
STREPTODORNASE 


purpose: For use in surgery and skin grafting; aids in 
removing dead tissue and hastening tissue regrowth. 

COMPOSITION: Combined enzyme product. 

INDICATIONS FOR USE: Treatment of hemothorax, hem- 
atoma, empyema, osteomyelitis, draining sinuses, 
tuberculous abscesses, burns and other chronic sup- 
purations. 

DOSAGE AND ADMINISTRATION: May be injected directly 
into a body cavity or applied locally. Not recom- 
mended for intravenous use. 

HOW supPPLIED: Vials containing 100,000 units of Strep- 
tokinase and 25,000 units of Streptodornase. 

propucer: Lederle Laboratories Division, American 
Cyanamid Co., New York, N. Y. 


*Trademark. 


DODEX A-B-D DROPS 
purpose: New multivitamin preparation containing 
vitamin Bu, 
cCoMpPosITION: Recommended dosage (0.6 cc.) provides: 


Thiamine hydrochloride .......... Img. 
Riboflavin .... 
Pyridoxine hydrochloride ......... I mg. 
2 mg. 
Niacinamide ..... .. Tomg. 
Vitamin D .... 1000 U.S.P. units 


DOSAGE AND ADMINISTRATION: Easily miscible with milk, 
formula, fruit juices, cereals, soups or other liquid 
or semi-liquid foods. 

How supPLiED: In 15 cc. vials, each individually pack- 
aged with a calibrated dropper. 

propucer: Organon, Inc., Orange, N. J. 


*Equivalent to 2 mg. of calcium pantothenate. 


p-NITROPHENYL PHOSPHATE 


PuRPOsE: Improved substrate for determining serum 
phosphatase. 

DESCRIPTION: Now available as white crystalline p-nitro- 
phenyl phosphate which appears to be stable when 
kept cold. Solutions require no further extractions 
and are ready for immediate use. Prepare only 
enough solution for a few weeks’ use and discard 
when sufficiently yellow. 

HOW suPPLIED: In weighed capsules of 100 mg. and up. 
A hundred milligrams plus 25 cc. of water is ade- 
quate for 48 determinations (24 if not run in a 
group). 

pRopucER: Sigma Chemical Co., St. Louis, Mo. 


Hed-Heparin (Hed Pharmaceuticals) 
Kolantyl (Wm. S. Merrell Co.) 
Pernaemon (Organon, Inc.) 

Salrin Tablets (Warren-Teed Products Co.) 

“Scotch” Brand Appliance Disc (Minnesota Mining & Manu- 
facturing Co.) 
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The 10th anniversary of the clinical use 
of amorphous penicillin is fittingly marked 
by the introduction of a new and improved 
crystalline compound, one that is usually 
well tolerated even by penicillin G (benzyl 
penicillin) sensitive patients— 


The replacement of the benzyl by an 
allylmercaptomethyl group is a “change 
for the better” 


1, Affording a lower incidence of allergic 
reactions. 


2. Enabling continued penicillin therapy 
of most G-reactive patients, and 

3. Permitting most G-sensitive individuals 

to resume penicillin G without reaction 
~after a course of Cer-O-Cillin. 

* Trademark 


THE UPIONN COMPANY, KALAMAZOO, MICHIGAN 
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Oct. 27—In the air all night 
reading and dozing—more of the 
latter than of the former—and at 
4:00 A.M. in bed. Then to the desk 
which is overloaded with books 
and periodicals and but little cur- 
rent correspondence, because my 
Dictaphone system with the little 
belts flying to Europe and back 
keeps all current affairs current. In 
the evening all the family come 
to dine and the reunion gave Mis- 
tress Pepys opportunity to reveal 
the beautiful objects brought back 
from abroad. 


Nov. 2—With the Council on 
Pharmacy and Chemistry discuss- 
ing fluoridation of water supplies 
and problems of research and phar- 
macy, J. P. Leake presiding, for 
Torald Sollmann has undergone 
refurbishing at both ends. In the 
evening to dine and trade tall tales 
with Perrin Long, Isaac Starr and 
George McCoy and Geiling and, 
being expansive after the bever- 
ages and the food, promised to 
send a box of books for Geiling’s 
predoctorals and doctorals to read. 

Nov. 3—Again with the Coun- 
cil which carries on its duties with 
an enthusiasm that never dies. 

Nov. 4—To Sam Pearlman's 
new domicile for a party where 
came the colleagues from round 
about to feast and to talk—and 
gambled at gin with Roy Grinker, 
Joselit and Vats, and old Pepys 
did mighty well in this company 
but the competition is not up to 
the professional New York quality. 


Nov. 6—Now with the Com- 
mittee on Cosmetics which is 
greatly concerned about whether 
or not hAypo-allergenic is exactly 
what it says—and I think it is. 
And heard about cold waves for 
little girls who are so hot nowa- 
days that cold waves would seem 
to be just what they need. To 
lunch at the Kungsholm with 
Stormont, Behrman, Huber, For- 
ster and Rattner and the Commit- 
tee staff. Then tried to get every- 
body on planes which were not 
flying because of the storm and 
ended up with everybody on trains 
including old Pepys who took the 
Erie to Elmira. 

Nov. 7—In Elmira with Charles 
Haney and the heads of the El- 


DR: 


Personal Diary 
and Observations on 
Medical Life 


by MORRIS FISHBEIN, M.D. 


mira Arnot-Ogden Hospital. Then 
visited the hospital, particularly in- 
trigued by its construction which 
made it seem like the cabinet of 
Dr. Caligari, all the prospective 
parturient ladies having to tour 
the physical therapy department 
en route to the delivery room, 
which is a roundabout way to get 
at it. 

In the afternoon to talk on the 
radio and in the evening in the 
armory where 1800 people came 
to dine. Dr. Earle Ridall and Dr. 
Donald Tillou told of the needs, 
and all the notables, including 
George Jarvis who came from 
Shortridge High School in In- 
dianapolis, promised to take a 
hand. And he told about a man 


who came in to town dragging a 
20 foot rope. Someone asked him 
why. “Well,” he drawled, “every- 
thing is confused nowadays. I 
don’t know whether I lost a cow 
or found a rope.” 


And the mayor, Emory Strach- 
an, told about a boy who told his 
father he wanted to study medi- 
cine. “How long will that take?” 
asked the  paterfamilias. “Four 
years of college, four years of 
medical school, two years of in- 
ternship and then three to five 
years more if I want to specialize,” 
said the young man. “What did 
you figure on for a_ specialty?” 
“Obstetrics,” said the aspirant to 
being a medico. “Don't do it,” 
said the father. “By the time you've 
finished somebody will have dis- 
covered the cause of it and there 
won't be any more.” 

Next there was much talk of the 
need for beds and facilities and 
one speaker spoke of semiprivate 
beds, so old Pepys told them a 
semiprivate bed is a double bed in 
which you sleep half the time alone 
and because of all the traveling 
that’s what Mistress Pepys has. 
And old Pepys paid a tribute to 
Arthur Booth of Elmira and _ his 
service to medicine and then went 
with Mr. and Mrs. Leslie D. Clute 
to visit Mrs. Booth and the family 
and found them charming as ever 
and devoting themselves to good 
causes. 


Nov. 8—By plane to Buffalo 
and then to Toronto and met the 
press and Ben Sadowski and spoke 
to some 600 in behalf of the new 
Mt. Sinai Hospital which is a six 
million-dollar project. And one of 
the colleagues hearing the ob- 
stetrics story told of an ancient 
compatriot who came running to 
his rabbi for advice. “I’m in great 
trouble,” he said. “I can’t support 
my wife and the seven children, 
and every year there’s a new baby. 
What should I do?” “Take my ad- 
vice,” said the rabbi. “Do noth- 
ing at all.” 


Nov. 9—Home by the plane 
and at noon to dine with the 
Women’s Auxiliary of the Illinois 
State Medical Association, seeing 
the ladies full of vim, vigor and 
vitality and without very much 
direction as to where to expend it. 
In the afternoon come Jack Cohen 
to consider the progress of Post- 
graduate Medicine which is by 
leaps and bounds. 


(Continued on page A-76) 
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straining at stool: 


always distressing... 
frequently dangerous 


Sometimes deadly 


TO CORRECT YEARS OF 
CONSTIPATION WITH 


SOFT, MOIST, EASILY 
PASSED BULK 


3 tablets 
Cellothyl t.i.d... 


The very states in which straining at stool can be most dangerous 
are conditions which invite constipation: cardiac dysfunction, 
hernia, pregnancy, anorectal disease and postsurgical states. In 
their presence, such almost unavoidable factors as inactivity, 
dietary restriction, weakness and local trauma lead to constipa- 
tion due to bowel stasis, bulk deficiency or dyschezia. 


Prevention of the need to strain has become an important part 
of therapy in such states. Fortunately, natural, comfortable bowel 
function can be achieved and maintained with Cellothyl without 
fear of interference with other therapeutic measures or of in- 
ducing cathartic addiction. 


Where constipation exists, it can be corrected with Cellothyl; 
where it is likely to occur, it can be prevented. The ease and 
frequency of bowel movements improves as Cellothyl reestab- 
lishes normal function by correcting several common and 
related factors: 


1. bulk deficiency ... by providing adequate bulk of proper 


consistency 


2. intestinal stasis ... by encouraging peristaltic action through 
gentle mechanical stimulation 


3. dyschezia... by assuring soft, moist, easily passed stools. 


The physician using Cellothyl has the advantage of providing 
medication which is nontoxic, nonantigenic and nonreactive in 
the gastrointestinal tract. It causes no bloating or distention, no 
frequent, urgent calls to stool. Its action is physiologically cor- 
rect. Following the normal digestive gradient, Cellothyl passes 
through the stomach and small intestine in a fluid state, then 
thickens to a smooth gel in the colon, providing bulk where 
bulk is needed for soft, formed, easily passed stools. The presence 
of sufficient physiologically correct bulk helps stimulate in- 
testinal motility and reestablish bowel regularity. 


each dose with 
a full glass 
of water... 


Then reduce 
to maintenance 
dose (1 or 2 tablets 


until normal 
stools appear 
regularly. 


4 


BRAND OF 
® METHYLCELLULOSE 
ESPECIALLY PREPARED 
BY THE 


CHILCOTT PROCESS 


Cellothyl tablets (0.5 Gram) in bottles of 190, 500 and 5000. 


DIVISION OF The Waltine Company 


MORRIS PLAINS, NEW JERSEY 
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for prevention 
of pregnancy prescribe 
Preceptin Vaginal Gel 


the simple method 
of contraception 
—used without 


a diaphragm 


e proven clinically effective 
@ proven more spermicidal 
e proven well tolerated 


e proven more esthetic ZA 
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composition 

Preceptin® Gel contains the active spermicidal agents 
p-Diisobutylphenoxypolyethoxyethanol and ricinoleic acid 
in a synthetic base buffered at pH 4.5. 


Pharmaceutical Corporation 
Raritan, New Jersey 
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In the evening to the Edgewater Beach and saw 
dining there John Balaban and Max Cutler and 
their ladies and at another table Ira Pink and Hoy 
and their ladies and with us were Dick Finnegan 
and Ruth Corcoran and Jack Cohen and from 
Abbott Laboratories about 75 executives and their 
families, including Bay and Volwiler and_ Stiles 
and Downs. And Hildegarde with Anna Sosenko 
made a wonderful success here. 

Nov. 10—By the morning plane to Cincinnati 
and saw all the five grandchildren including the 
twins and thrilled by their beauty and knowledge. 
And Barbara’s Merriel, age 10, came home and 
told a story to Pete, age 7. “Once upon a time,” 
she said, “there was a family with a stupid father, 
a crummy mother, and three brilliant children.” 
And that was as far as she got. In the afternoon 
met Phil Spitalny and the beautiful Evelyn and 
played gin with him and Maxwell Marks who is 
the champion of Cincinnati and the easterner took 
all the prizes. In the evening en route to Williams 
burg, Virginia. 

Nov. 11—To the Williamsburg Inn where came 
all the old reliables—Carlson, Buie, Tom Murdock 
and Tom Rivers, Donald Armstrong and Smadel, 
Norman Topping, Frank Ober, Van Riper and 
Weaver and Cotton and Bob Buerki and Mary 
Switzer and many more. What concentrated knowl- 
edge and judgment this O'Connor has assembled! 
So for four days listened to profound discussions 
of research and progress against poliomyelitis and 
visited all the restored homes and buildings and 
saw the relics of Pocahontas and Rolfe and Captain 
John Smith, and William and Mary College, and 
heard how Chanco the Indian boy saved the set 
tlers and saw the two tablets they put up for him, 
but didn’t see any tablets put up by the Indians. 
Then there were Jamestown and the battlefield 
where Cornwallis put up a poor defense and sur- 
rendered. The kind of battles they had in those 
days would fit on a 30 inch television screen. And 
Mistress Pepys organized the ladies’ entertainment 
so thoroughly that they may have gone home 
tired—but they sure saw Williamsburg! 

Nov. 16—In New York with Mistress Pepys 
and Girl Friday Wist and went to work on the 
projects. First met Kenneth D. Twyman of Cecil 
and Presbrey, and then to Doubleday for talk of 
new books and in the evening out to Runyons 
for dinner with the Van Ripers and saw the new 
addition on the house which Laura has made a 
delightful place for work and relaxation. 

Nov. 17—All day at the desk and in between 
at noon to a luncheon given by Mistress Pepys at 
“21” for Mesdames Murray, Compton, Jamesson, 
Langan, Barnitt, Wist and Marshalek—mighty 
good too, including the crepes suzette which were 
better than 20 other kinds cooked in Europe. In 
the evening to the Brussels and after that to see 
“The Fourposter,” a wholly delightful comedy 
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acted by Jessica Tandy and her husband Hume 
Cronyn, a crescendo of laughter from the time he 
carries her to bed on their wedding night until they 
fix the fourposter for their successors as they pre- 
pare to depart. Then to George Mareks and bridge 
with Dick Simon and many others until 2 a.m. 

Nov. 18—To Scarsdale to see Milton and Sylvia 
Lasdon and the boys and Milton told me about the 
golfer who came out to the first tee just as a 
stranger was about to start. They made a twosome. 
“How do you play?” asked Jim. “Around 100,” 
said Sam. “How about you?” “Around 100,” was 
the answer. So they played 17 holes, alternating 
pars and birdies. On the eighteenth Sam drove 
straight down about 200 yards and Jim hooked 
into the woods. “I'll help you look for your ball,” 
said Sam. “Never mind,” said Jim, “we'll find it.” 
They looked and they looked and finally Sam 
departed and drove to a foot from the green. Sud- 
denly a ball came out of the woods and rolled to 
within a foot of the cup. “It made quite a dilemma 
for me,” said Sam some time later. “Why?” asked 
his wife. “Well,” said Sam, “I had his ball in my 
pocket.” 

Then on to Stamford to see Herb Mayes and 
Grace, and L. Auster, and we talked of research 
and Krebiozen and such topics and then had din- 
ner at the Colonial Inn and drove back in the 
twilight to New York. 

In the evening to Ralph Beebe’s where came all 
the crowd from Doubleday and the Gruenbergs, 
Sidonie and Bernard, and the Barnharts of the dic- 
tionary specialty, and the evening full of good food 
and good literary gossip. 

Nov. 19—For breakfast come Stanley Henwood 
and after that to B.B.D. & O. and then to confer 
with H. Kiesewetter. In the evening to Dr. and 
Mrs. Arthur M. Master, he become lately presi- 
dent of the New York County Medical Society and 
there also Dr. A. B. Hyman and Captain Behrens 
of the navy and their ladies, and we talked of 
medical affairs and writing and public health edu- 
cation and such like. 

Nov. 20—All day conferring at Doubleday and 
in the evening to Larchmont to dine at the Sorokos, 
the dinner enlivened with discussions of problems 
political and religious. Thereafter to speak at the 
temple on marriage and answered delicate ques- 
tions from doubtful damsels for about an hour and 
then played gin until the wee hours, after which 
back to bed. 

Nov. 21—Early to continue with Helmuth 
Kiesewetter. Thereafter to consult with W. Craft 
of Merck and then came Murphey and Fallon of 
Warwick and Legler, and so off to the Century 
loaded with cases and packages. The station filled 
with thousands milling about seeking the trains to 
the small towns where they would spend Thanks- 
giving Day and on the platform conferring with 

(Continued on page A-78) 


a major advance 


in conception control 
—requires no diaphragm 


the new simple 
effective method of 
conception control 

-applied with 

measured-dose 


applicator 


built on a better base 


e spreads rapidly ~ 
e adheres longer to moist cervical mucosa 1 
e readily miscible with semen a 
e quickly releases active spermicides 
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Pharmaceutical Corporation 
Raritan, New Jersey 
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Zita Wist who was telling Mistress 
Pepys how she saw “The King 
and I,” “Call Me Madam,” “Guys 
and Dolls” and “Two on the 
Aisle” and what W. Colston Leigh 
had to say about old Pepys’ trip 
west, until suddenly the Commo- 
dore pulled out without warning 
and Z. W. almost didn’t make 
South Bend for her Thanksgiving 
with the family. 

Nov. 22—To the Friedell’s 
where came Torben @rskov, Jus- 
tin and Ann, Sam and Ruth Hoff- 
man and “N. B.” Horowitz, the 
“N. B.” standing for “no-brainer” 
as well as “take notice” since the 
character has the weird ability to 
call in gin rummy by the time 
two or, at most, four cards have 
been played. Never have I seen 
two turkeys transformed into 10 
adults and three children more 
completely and when “Lindy’s” 
contribution of a cherry cheese- 
cake reached the table it was a 
trick to make still another trans- 
formation. 

Nov. 23—Work, and more of 
the same. 

Nov. 25—Kenneth Arnolt to 
talk of bindings and subscriptions. 
In the afternoon saw Michigan 
and Ohio in television—good too. 

Nov. 26—To the University of 
Illinois Union for luncheon with 
D. J. Davis, A. J. Carlson, Fred 
Stenn and Tom Jones discussing 
a possible museum of roentgen- 
ologic plates and slides for his- 
tology and pathology as a begin- 
ning of a center for visual educa- 
tion in medicine. Reading Sir 
Henry Gowers’ “The ABC of 
Plain Words,” which one must 
learn in order to translate govern- 
mental jargon into concise diction. 

Nov. 27—To the Edgewater 
Beach and put in one hour at gin 
rummy with Phil Spitalny taking 
forty-four ducats and then with 
him and Evelyn to the Tavern for 
dinner. When Z. W. was inform- 
ed of the prospective battle, I 
said: “I will try to win an ac- 
cordion player.” “Get a typist,” 
she said, “it’s a talent we need 
more.” 
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Nov. 28—At my stint and at 
noon on American Airlines to 
Tucson—seven hours nonstop— 
and en route read Coronet, Read- 
er’s Digest, Satevepost and Cosmo- 
politan—very dull going, all of 
them—and so tried Samuel Or- 
nitz’ “Bride of the Sabbath”—the 
first half about life in New York’s 
ghetto with an orthodox family 
which so many have done so much 
better and the second half the 
tom-catting of a psychiatric social 
worker with inhibitions about vir- 
ginity. And in Tucson relaxing 
watching Gene Kelly in “An 
American in Paris” with the gor- 
geous music and some dancing by 
Leslie Caron who is superb. 


Nov. 29—To the airport and 
flew to Douglas on the Mexican 
border. At my scrivening and then 
to speak for a multitude at the 
church where Dr. Adamson in- 
troduced. 

Nov. 30—Early awake and with 
Lerner to see Agua Prieta across 
the border, the same meaning 
“dark water.” And what an in- 
sanitary, unkempt, backward vil- 
lage it appeared to be. By plane 
to Phoenix and then on to Pres- 
cott, Arizona, to the Hassayampa 
Inn. Next to Van Cookerly’s home 
where came a group to enjoy won- 
derful hors d'oeuvres and what 
goes with them. Then to speak to 
the dinner club and after that read- 
ing Berry Fleming’s “The For- 
tune Tellers” which seemed to be 
overlong—but so many are now. 


Dec. 1—Early awake and to see 
the Veterans Hospital with Dr. 
Cookerly—so many domiciliaries 
and tuberculous and _arthritics— 
and all very happy, and why not. 
By the bus to Flagstaff accom- 
panied by lots of Indians through 
a town called Jerome, built on the 
side of a mountain with the ga- 
rages on the top floors instead of 
in the basement. In the far dis- 
tance the San Francisco Mountains 
gleaming with snowy peaks. And 
reading about a Tucson quack 
who treated an infected arm with 
a mixture of skim milk, cactus 


juice and strong tea. Maybe he’s 
seeking a new antibiotic or per- 
haps he is envious of Gaylord 
Hauser with his yogurt and black 
strap molasses. So late into Flag- 
staff—bitter cold at 7300 feet alti- 
tude—and even more Indians come 
to town to celebrate Saturday 
night. So caught the Grand Can- 
yon Limited and read late Nancy 
Mitford’s novel, “The Blessing,” 
witty, exciting and full of Parisian 
atmosphere with a priceless satiri- 
cal account of Americans abroad. 


Dec. 2—In Los Angeles at the 
Biltmore and meeting many of the 
colleagues, chatting _ particularly 
with Cunniffe, Shoulders and the 
New Jersey delegates—Londrigan, 
Weigle, Costella and Sica—and 
also Floyd Winslow, Batterman, 
Schiff and Masterson. In the eve- 
ning with Willard Greenwald and 
Genz and his lady to see Lou 
Holtz in “Merry-Go-Round.” First, 
however, to a terrific Chinese din- 
ner at Tang’s with delicacies that 
I shall have to describe to Ho Kow 
when back in Chicago. And Holtz 
full of fun with a gorgeous re- 
view which enjoyed by Graves 
and Owens of Louisiana from the 
front row. 


Holtz told especially of a new trou- 
ble of Lapidus. It seems he was los- 
ing entirely his ability in procrea- 
tion. A friend said to him: “Go to 
Dr. Slatsky. He makes with the hor- 
mones and vitamin pills something 
wonderful.” 

“I never 
Lapidus. 

A few weeks later his friend met 
him again. “You went to Dr. Slat- 
sky?” he asked. 

“T went,” says Lapidus. 

“So what was? Is better now the 
loving?” 

“The loving, no!” says Lapidus. 
“But yesterday I did a mile in 1.46.” 


heard of this,” says 


Now Mistress Pepys calls to give 
the shocking news that Jack Cohen 
of Postgraduate Medicine sudden- 
ly dead of a cerebral hemorrhage; 
he was a beloved friend, true and 
loyal and a genius who delighted 
in beautiful publishing. All who 
knew him will miss him greatly. 
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Kaopectate controls diarrheal 
disturbances by threefold action. 
Kaopectate: 

1. coats and protects the irritated 
intestinal mucosa 
2. absorbs and removes bacteria, 

toxins, and other irritants 

3. consolidates the stool to nors 
mal consistency 


For simple, direct control of common diarrheas . .. q 


Available in 10 flaidounce bottles ‘ae 


U i * Trademark, Rag. U.S. Pu. OF 


Hesearch for healt 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult: medical problems 
from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published each month. 


Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


APPARENT UNSTABLE VASOMOTOR 
SYSTEM 


QUESTION: A 30 year old woman has been under 
my care for two years and presents a problem that 
I am unable to solve. The basis of her difficulty 
appears to be an extremely unstable vasomotor 
system. Over the last two years her blood pressure 
has varied from 190/120 to 102/40. This change 
may occur within a few months or it may remain 
elevated or low constantly for weeks. When the 
blood pressure is high (it may remain normal for 
long periods also) she has severe headaches, nausea, 
vomiting and dizziness. When it is low, she be- 
comes dizzy and faints frequently. 

The patient recently completed a normal pregnancy 
and delivery. During the pregnancy she maintained 
a normal blood pressure and had no difficulties. 

A recent examination during a “low blood pressure 
illness” revealed a loud systolic murmur over the 
aortic valve area and a slight cardiac enlargement. 
This abnormality has developed in the last month. 

I will very much appreciate any suggestions as to 
diagnosis and treatment for this patient. 

M.D.—Arizona 


ANSWER: On the basis of the information avail- 
able, one should first exclude pheochromocytoma, 
using histamine if the blood pressure is normal or 
low, and piperoxan (BENopaInE®) of the blood 
pressure is elevated. An orthostatic type of hypo- 
tension should also be considered. If these two con- 
ditions can be excluded, then it must be assumed 
that the patient has an unstable vasomotor system, 
as the question suggests. 


FLUORIDATION OF WATER 


QUESTION: There is a campaign in this community 
urging addition of fluorides to the water supply, 
with a view to lessening dental caries. I have heard 
that this mottles the teeth and that large amounts 
of fluorine may be dangerous. The proposal sug- 
gests one part per million of fluorine. What is the 
consensus on such a project? What communities 
have had enough experience with the method to 
warrant our asking them for an opinion? 

M.D.—Minnesota 


ANSWER: The fluoridation of water supplies was 
suggested in 1943 on the basis of observations by 
many workers in the United States and foreign 
countries. When children are born in fluoride-water 
regions and raised on water supplies which natu- 
rally contain fluorides at a level of about one part 
per million, 60 per cent lower caries experience is 
found in their permanent teeth. 


The problem of artificial fluoridation has been 
investigated since approximately 1946, when fluor- 
ides were added to the waters of certain communi- 
ties. Among the communities reporting results to 
date are: Newburgh-Kingston, New York; Sheboy 
gan, Wisconsin; Evanston, Illinois, and Grand 
Rapids, Michigan. The studies at Newburgh-King 
ston are under the auspices of the New York State 
Department of Health and those at Grand Rapids 
are under auspices of the United States Public 
Health Service. The findings indicate a trend to 
ward reduction in dental caries experience of chil- 
dren when fluorine is added to the water supply 
of a community to bring the level to about one part 
per million. The exact amount of caries reduction 
has not yet been accurately determined, as enough 
data have not yet been accumulated over a long 
enough period of time. 

As far as toxicity of fluorine is concerned, one 
must realize that for many years great numbers of 
people in the United States have been consuming 
waters containing fluorides at, and above, the levels 
recommended for optimal caries effect. The most 
drastic changes to be expected would be those oc- 
curring in cryolite workers inhaling over 20 mg. of 
fluorides daily. Death results when 5 to 10 gm. of 
fluoride is taken in a single dose. Chronic, daily 
utilization of fluorides at about 20 mg. or over per 
day for 10 to 20 years results in stiffness of joints, 
rigid backs and loss of motion. 

Chronic, daily consumption of over 2 mg. of 
fluorine, during the development of teeth only, will 
result in a condition known as mottled enamel. 
This gives the teeth a characteristic opaque, white 
appearance and is well recognized in parts of the 
United States where large amounts of fluorine 
(over 1.5 parts per million) occur in the water 
supply. 

The American Medical Association Council on 
Pharmacy and Chemistry and Council on Food and 
Nutrition have published a statement to the effect 
that fluoridization of water supplies at the levels 
recommended is safe. The National Research Coun- 
cil Sub-Committee on Fluoridation has reported 
that there is no evidence of harm in the very small 
amounts in which fluoride is needed to help reduce 
decay and that probably five million Americans 
drink this much water with this much, or more, 
fluoride every day. 

HAMILTON B. G. ROBINSON 


(Continued on page A-28) 
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The numerous factors involved in peptic ulcer, and the multiple 
approach needed to cope with these influences, are reflected in the 
sound formula of Alsical. This unusually effective preparation provides 


not only desirable antacid properties, but also an anticholinergic effect 
and sedation. 


Prolonged Acid Neutralization Gastric hydrochloric 
acid is quickly dissipated by the neutralizing action of the four 
nonsystemic antacids. Relief from the characteristic distress is 
prompt, prolonged, and complete; there is no danger of alkalosis. 


Neither constipation nor diarrhea complicates the action of 
Alsical. 


Vagal Inhibition Through partial vagal inhibition brought 
about by an anticholinergic action, the motor and secretory 


activity of the stomach is significantly decreased, encouraging 
reduction of pain and accelerated healing. 


Sedation Adequate amounts of phenobarbital in the daily 
dose of Alsical allay emotional tension and apprehension, so fre- 
quently contributory factors in the origin and perpetuation of 
peptic ulcer. 


Alsical is available as a powder in four-ounce cans and as tablets 
in bottles of 100. 


SMITH-DORSEY, Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Each 60 grains of Alsical, equiva- 


lent to one teaspoonful, contains: 


Phenobarbital 


Extract Belladonna 
Calcium Carbonate 
Magnesium Oxide 


Magnesium Trisilicate 
Aluminum Hydroxide 

Each Alsical tablet contains one- 
fourth the above quantities. Average 
dose, one teaspoonful or four tablets 
after each meal and upon retiring. 
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Consultation Service 


THYROID EXTRACT IN PREGNANCY 


QUESTION: A patient tells me that her physician 
has recommended that she take a grain of thyroid 
daily to improve her metabolism during pregnancy. 
He suggested that this would result in a smaller 
baby. Are there any hormones that could have such 
an effect? What would be the value of encouraging 
greater elimination of fluids from the body? 

M.D.—Montana 


ANSWER: I do not think that the patient should 
take a grain of thyroid daily to improve her metab- 
olism during pregnancy unless the basal metabolic 
rate is found to show the need for this grain of 
thyroid. There is no assurance that this would 
result in a smaller baby, aside from the fact that 
limiting the diet decidedly may cause the baby to 
have less fat and fluid in the subcutaneous tissues 
and therefore be somewhat thinner than ordinarily 
would be true. I do not think this is advisable at 
all times, as the mother should take plenty of fluids. 
ROBERT D. MUSSEY 


SUGGESTION OF MYELOPHTHISIC 
PROCESS 


QUESTION: I would like your advice on the follow- 
ing case: I first saw this patient, a woman aged 60, 
several months ago. At that time I treated her for 
an “interstitial pneumonitis.” At the time of the 
examination I noticed that she had a marked pallor 
of the skin and mucous membranes. Following her 
recovery from pneumonitis, a blood examination 
was performed. It showed the following: red blood 
cells 1,440,000; hemoglobin 25 per cent; white 
blood cells 10,800; polymorphonuclear leukocytes 
53; lymphocytes 37. Smear: 2 megaloblasts, 28 
normoblasts, moderate variation in size and shape 
of the red blood cells. Many polychromatophilic 
red blood cells. Urinalysis was negative, including 
a negative finding for bile pigments. 

Physical findings of importance are as follows: tem- 
perature 98.6° F., pulse 100, respirations 22, blood 
pressure 120/50. Tongue appears pale but is not 
red or painful. Skin and mucous membranes reveal 
marked pallor. Heart: There is a systolic murmur 
over the region of the aortic valve, being transmit- 
ted down the sternum, undoubtedly due to the ane- 
mia. Abdominal findings are normal, including the 
spleen. Reflexes and other neurologic findings are 
normal. Roentgenograms of her chest were nega- 
tive, as well as a gastrointestinal series. 

The family history and past history are noncon- 
tributory. The patient’s weight has remained sta- 
tionary for the past several years. 

Despite intensive therapy with liver, pteroyl glutamic 
acid, folic acid, desiccated hog’s stomach, multiple 
vitamins and numerous blood transfusions, I am 
not satisfied with her hematologic response. Her 


blood chemistry, when studies were made in October 
1951, was as follows: 

Red blood cells 2,100,000; hemoglobin 44 per cent; 
white blood cells 10,700; bands 2; polymorphonu- 
clears 60; lymphs 3; E, 2; B, 1. The smear shows 
exactly the same findings as previously mentioned. 

I have been treating the patient for seven months 

and I am dissatisfied with the response. 

would appreciate any suggestions as to treatment. 

M.D.—Massachusetts 


ANSWER: This problem is that of a 60 year old 
woman with an essentially negative physical exam- 
ination, a marked, apparently normochromic, nor- 
mocytic anemia, and a large number of circulating 
nucleated erythrocytes. It is assumed that those 
cells referred to as “megaloblasts” are simply a 
younger form of “normoblast.” It is not stated 
whether blood smears exhibited excessive rouleau 
formation or myeloid immaturity. Estimation of 
reticulocytes, roentgenograms of flat bones, and 
examination of bone marrow might provide sig- 
nificant diagnostic findings. The picture most sug- 
gests a myelophthisic process due to malignant dis- 
ease. Leukemia, hemolytic anemia, and miliary 
granulomas are not ruled out. 


INJURY TO INTERVERTEBRAL DISK 


QUESTION: A young man complains for the first 
time of low back pain. He is 24 years old. Recently 
he had an operation under spinal anesthesia. When 
the pain appeared six weeks after the operation an 
x-ray picture showed a narrowing of the disk op- 
posite the place where the spinal puncture was 
made. Could the injury to the disk result from the 
puncture? 

M.D.—Texas 


ANSWER: The x-ray study showing a narrowing 
of the intervertebral disk six weeks postoperatively 
suggests early degenerative changes. It is probable 
that these degenerative changes would have shown 
before spinal puncture. Injury to an intervertebral 
disk is possible if the spinal needle was large and 
traversed the medullary canal to the posterior 
spinal ligament. It is hardly conceivable that a 
spinal puncture needle would be thrust that deeply 
through the spinal canal. A single puncture, with 
the usual needle, would hardly produce adequate 
damage to the fibrocartilage to initiate degenera- 
tion. Low back pain after spinal puncture is not 
infrequent, but this is due to hemorrhage in the 
posterior ligamentous structures and the secondary 
scar tissue formation, rather than to injury to an 
intervertebral disk. 
ROBERT D. SCHROCK 
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for day-in and day-out use 

Whenever a repository type of penicillin is indicated, Compenamine merits 
routine use. Clinically, it proves as effective as procaine penicillin, producing 
essentially the same plasma penicillin levels, but these levels appear to be more 
prolonged. In addition, it is of notably lower reaction rate; in broad clinical 
investigations it has been shown to lead to reactions in a negligible percentage 
of all patients treated.! 


patients allergic to penicillin 
In a special study comprising only patients who had shown undesirable reactions 
to other forms of penicillin, 80 per cent tolerated Compenamine well, without 
such side reactions; in the remainder of these patients, the reactions which 
occurred were relatively mild and of comparatively short duration.” 

Compenamine is available in three dosage forms: Compenamine (dry powder 
for aqueous suspension), Compenamine Aqueous (ready for injection), and 
Compenamine in Oil, the latter two in vial and cartridge forms. 
1. Longacre, A. B.: P-92 Penicillin; Report of a Very Low Reaction Rate in: Therapy with a New 
Penicillin Salt, Antibiotics & Chemotherapy 1:223 (July) 1951. 


2. Kadison, E. R.; Ishihara, S. J., and Waters, T.: A New Form of Penicillin with Anti-Allergic Prop- 
erties, Am. Pract. & Digest Treat. 2:411 (May) 1951. 
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correspondents 


Reports 
rom abroad 


from POSTGRADUATE MEDICINE’S 


AMSTERDAM, THE NETHERLANDS 


Dutch rheumatism society marks anniver- 
sary—On October 27, the twenty-fifth anniversary 
of the Dutch Foundation Against Rheumatism was 
commemorated in Amsterdam with the opening 
of a rheumatism congress. Dr. J. van Breemen, 
pioneer in the fight against rheumatism in the 
Netherlands, and Dr. W. Drees, present Nether- 
lands Prime Minister, are among the founders of 
this society. Dr. Muntendam, State Secretary for 
Public Health, discussed the significance of this 
common disease. He disclosed that it costs the 
Dutch community 70 million guilders a year and 
that absence from work resulting from rheumatism 
is five times greater than from tuberculosis. It is 
therefore not surprising that in the Netherlands 
there is an increasing interest in this disease. 

In recent years the scientific study of rheumatism 
has made good progress, particularly since the dis- 
covery of ACTH and cortisone. After the war, 36 
consultation offices for rheumatism were established 
and more are to be opened. The number of hos- 
pital beds for rheumatic patients will, however, 
have to be increased. 


FIRST EXAMINATION OF THE POPULATION 
FOR RHEUMATISM 


Examination of the population for rheumatism 
was started on October 30 at Schiermonnikoog, an 
island in the North Sea, north of the province of 
Groningen. This examination, the first in this 
country, is considered a scientific experiment. Re- 
sults of the experiment will determine whether the 
examinations will be continued in other parts of 
the country and whether this may ultimately lead 
to examination of the entire Dutch population. 
Schiermonnikoog was chosen more for geographic 
than medical reasons; the island is isolated and has 
a relatively small population. Rheumatism is not 
more prevalent here than in other parts of the 


Netherlands. 


The experiment is being combined with humid- 
ity determinations on the island. These tests are 
being conducted by the Instituut voor Toegepast 
Natuurwetenschappelijk Onderzoek (Organization 
for Applied Science Research). 


ACTH and cortisone treatment in derma- 
tology—At the last two meetings of the Dutch 
Dermatologic Society (the group meets three times 
a year) a number of prominent dermatologists re- 
ported on the use of ACTH and cortisone in treat- 
ing several dermatoses. Dr. J. R. Prakken disclosed 
results from the Amsterdam University Clinic, 
where fairly small divided daily doses of ACTH 
were being administered; for example, 3 mg. 8 
times a day for a total of 24 mg. A 65 year old 
man with idiopathic erythrodermia (type Wilson- 
Brocq), who had been ill for two years, immedi- 
ately responded well to ACTH, but on discon- 
tinuing the treatment he had a serious exacerbation. 
Again he responded well to a second course with 
ACTH followed by a maintenance dosage for a 
considerable time, but gradually he returned to 
his former condition while, at the same time, a 
large abscess developed in his scrotum. 


A patient with a severe case of psoriasis pus- 
tulosa, who had been in the clinic for four years, 
was also treated with ACTH, 50 mg. daily for five 
days. This 45 year old man developed pustular 
eruptions on hands and feet every 10 days, making 
him a complete invalid. He appeared to respond 
well to ACTH injections but became seriously ill 
on discontinuing this treatment. His other psoriatic 
lesions became oozing and purulent. He developed 
a high temperature and his skin showed lesions 
which resembled those of impetigo herpetiformis. 
This patient was treated with ACTH, since good 
results had been obtained in another psoriatic 
patient of approximately the same age. The latter 
suffered from psoriatic arthritis of a serious nature 
with many persistent skin lesions, especially of the 


(Continued on page A-36) 
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by living test 

Motility recordings from the 

intestine (by the multiple-balloon 
intubation technic*) — plus con- 
trolled clinical observations—have 
demonstrated the superiority 
natural belladonna alkaloids (as 
‘in Donnatal) over atropine alone, | 
and over the newer synthetics, in 


_ relieving smooth muscle spa 
minimal side-effects. 


Each tablet, each 


ine sulfate 0.0194 mg., 
obr 0.0065 mg. 
(% gr.) 16.2 mg. 
*Kramer, P. and Ingelfinger, F. J.: 
Clin. North Amer. 1948. 


‘THERE’S WELL OVER A 


QUARTER CENTURY 


OF EXPERIENCE BEHIND EACH 


t 


The “SANBORN?” electrocardiograph has come a long 
way — from the pioneer days of the early model “string” 
Ecgs, through those of the “amplifier-photographic” types, 
right up to the present-day “direct writer.” 

Many remember how Sanborn’s introduction of its 
“Cardiette” in 1935 virtually revolutionized the taking of 
*cardiograms, and set many new “standards” to be followed. 

And, everyone today is familiar with the leadership es- 
tablished by the direct-writing Viso-Cardiette, and the 
two- and four-channel “Visos” subsequently designed for 
biophysical research. 

This is the kind of experience and reputation that gives 
you the assurance and confidence you like to feel when you 
buy a piece of important equipment, such as an electro- 
cardiograph — such as a Viso-Cardiette! 


Descriptive literature, and information on the 
famous Sanborn 15-day no-obligation Trial 
Plan will be gladly sent on your request. 


CAMBRIDGE 39, MASSACHUSETTS 


Fine diagnostic instruments since 1917 


Reports from Abroad 


hands and genitocrural area. After the patient had 
received 24 mg. of ACTH daily for 18 days, his 
joints were much more flexible and less swollen 
and there was considerably less pain. The lesions 
of the skin were not changed. Immediately after 
the ACTH treatment gold injections were given, 
whereupon the arthritic condition gradually show- 
ed still more improvement. The patient had not 
responded to previous treatment with gold injec- 
tions. Approximately a month and a half after 
ACTH treatment, and during the administration 
of gold, the skin lesions almost completely disap- 
peared. At present, six months after ACTH treat- 
ment, the patient is still in a good condition. 

The two cases described were recently reported 
in the Nederlandsch tijdschrift voor geneeskunde 
(J. R. Prakken, Nederl. tijdschr. v. geneesk. 95:3462 
[ Nov. 24] 1951; patients A and C). Symmetrical 
lesions of two patients with psoriasis vulgaris were 
treated locally with cortisone ointment and with 
the same ointment without cortisone. The response 
to cortisone ointment was no better than that to 
the other ointment. 

Two patients with pemphigus vulgaris, in a late 
stage of the disease, were treated with ACTH. 
Both patients died. The dosage of ACTH in these 
cases probably was too small and the patients’ gen- 
eral condition had already deteriorated too much. 

Dr. J. J. Zoon (Utrecht) observed marked im- 
provement following second treatment, in a woman 
suffering with pemphigus foliaceus; originally she 
did not respond to ACTH. 

Dr. M. Ruiter (Groningen) treated with ACTH 
several patients having severe atopic eczema. These 
patients improved rapidly, but after a few weeks 
they had relapses. 

Dr. M. K. Polano (The Hague) reported suc- 
cessful treatment with ACTH of one patient with 
acute lupus erythematosus and one with dermato- 
myositis. 

Recently Dr. P. Formijne, professor of internal 
medicine at the University of Amsterdam, demon- 
strated a case of Steven-Johnson syndrome (ecto- 
dermosis erosiva pluriorificialis) of severe grade. 
The patient responded favorably to ACTH. 

On the whole, experience with ACTH and corti- 
sone in dermatology in the Netherlands is similar 
to that abroad. In some diseases, it is possible to 
get the patients temporarily out of a serious condi- 
tion. Permanent cure of chronic diseases of the 
skin, treated with ACTH or cortisone, is rare. 
After symptomatic improvement a relapse often 
occurs. 
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Obese patients often become dissatisfied and cross under 
the prescribed low calorie diet...their will powers sag, 
their appetites gain the upper hand. Sound obesity manage- 
ment gives sagging will power the prop it needs... and 
guards against nutritional imbalance. 


AM PLUS, containing dextro-amphetamine sulfate, the most 
effective anoretic drug...and 8 vitamins and 11 minerals 
and trace elements... curtails appetite and rapidly corrects 
the harassing symptoms of vitamin and mineral deficiencies. 


ALL IN ONE CAPSULE For Sound 


OBESITY 


Available at all Prescription Pharmacies 


VITAMIN D. 

THIAMINE HYDROCHLORIDE 
RIBOFLAVIN 

PYRIDOXINE HYDROCHLORIDE 
NIACINAMIDE.. 
ASCORBIC ACID. 


CALCIUM PANTOTHENA J.B.ROERIG AND COMPANY 


536 N. Lake Shore Drive «+ Chicago 11, Ill. 


4 i? 
° 
eee Prop up — 
i all \ = 
sagging will power 
* 
| 
DEXTRO-AMPHETAMINE SULFATE. . 5 mg. 
MANGANESE.......:........... 0.33 m 
MOLYBDENUM... | 
MAGNESIUM. 20 
PHOSPHORUS... 1870 
POTASSIUM. 
VITAMIN 5000-U.S.P. Un 
Units 
05 mg. OERIC 
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The Medical Bookman 


SPATIAL VECTORCARDIOGR APHY* 


By special arrangement with the publishers, postcRADUATE MEDICINE presents Chapter 3 
from the book, “Spatial Vectorcardiography.” The excerpt discusses the general con- 
siderations involved in the theory of the technic described and illustrated in the text. 


GENERAL CONSIDERATIONS 


n the preceding chapters, the theory of spatial 

| vectorcardiography and the basis for the use 
of the cube form of electrode placement have 

been discussed. It is well to review some of the 
more important aspects at this time before going 
ahead with the practical applications of this technic. 

The activation of an individual muscle cell is 
accompanied by the production of electromotive 
forces which can be represented by a vector depict- 
ing the spatial orientation and magnitude of this 
force. During the spread of the wave of accession 
over the diverse areas of the myocardium, innumer- 
able electromotive forces are generated. These mul- 
tiple electromotive forces vary in magnitude and 
differ in direction. At any one instant, the resultant 
of these electromotive forces can be represented 
by a spatial vector which has magnitude, direction 
and sense (Figure III, 1). 

This vector is referred to as an instantaneous 
vector and, it should be stressed, represents the 
resultant of all the forces of the heart acting at that 
one moment. A moment later, the wave of acces- 
sion spreads to different areas of the myocardium, 
and the new instantaneous vector representing all 
of the forces of the heart now occupies a different 
spatial position and has a different magnitude. 
This continues throughout the cardiac cycle, with 
succeeding instantaneous vectors occupying differ- 
ent spatial positions. At various times, the instan- 
taneous vector has no appreciable magnitude. In 


*Spatial Vectorcardiography, by Arthur Grishman, M.D., Adjunct 
Physician for Cardiology, and Leonard Scherlis, M.D., Research Assist- 
ant in Cardiology, The Mount Sinai Hospital, New York. 300 pages, 
88 illustrations. Third in a series of special monographs. 1952, W. B. 
Saunders Company, Philadelphia and London, $6.00. 


the normal person, this corresponds to the PR, 
S-T and T-P intervals. If all of these vectors are 
diagrammatically represented as having a common 
point of origin, and if the distal points of the vec- 
tors are joined, a loop is formed for the ventricular 
complex (QRS), repolarization (T) and the atrial 
complex (P). 

Each spatial vectorcardiogram consists of three 
loops. The electrical activity of the atria is recorded 
as a small loop designated the P sE loop; the 
depolarization of the ventricles is recorded as a 
large loop designated the QRS sE loop; while the 
repolarization of the ventricles is recorded as a 
smaller loop designated the T sE loop. (This 
nomenclature has been used by Bayley and has 
been adhered to in this monograph.) 

It is important to realize that this loop is not 
confined to the frontal plane but has a position in 
space (Figure III, 2). Several different technics 
have been applied to the study of the spatial elec- 
tromotive forces of the heart; the one employed by 
the authors is a cube form of recording. In this 
technic the electrical center, E, of the heart is as- 
sumed to be at the center of a cube, three adjoin- 
ing edges of which are formed by the axes of three 
bipolar leads. These leads are so located on the 
thorax as to record the projections of the electro- 
motive forces of the heart onto each of three planes, 
the horizontal, sagittal, and frontal. Thus, the pro- 
jection of the same spatial loop is recorded in each 
plane much as one might view the shadow of a 
wire loop through three sides of a transparent cube. 

A bipolar lead may be considered as recording 
that component of the spatial vector acting in the 

(Continued on page A-54) 
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P-Q-R-S-T, 3RD Edition 


by J. Riseman, M.D. The new leads which have become a part of electrocardiography 
in the last few years constitute an important addition in the revision of this already 


popular book. 


In handy pocket size, this tested and practical guide has aimed at simplicity, showing 
in pictorial form the step-by-step procedures followed in an electrocardiographic analysis. 
Students and non-specialists have found it of inestimable value in the clinical interpreta- 
tion of electrocardiograms. 


The new edition contains 49 new line cuts, 17 new half-tone illustrations and added 
text material, thereby increasing its effectiveness as an aid in electrocardiographic study. 


prob. $4.50 


TONSIL AND ALLIED PROBLEMS 


by R. Parkinson, M.D., F.A.C.S. This is the only book now in print 
devoted exclusively to tonsillectomy and allied problems. Includes minute 
ie embryology, histology, and anatomy as well as surgical anatomy and clini- 
ALLTED cal applications. over 200 illustrations, $12.00 


TONSIL 
AND 
PRI 
| HEART DISEASE, 4TH Edition 


by P. White, M.D. Here are fuller descriptions of the three congenital 
heart defects along with the remarkable new surgical applications for the 
correction of some of the difficulty in cyanotic cases; a further presenta- 
tion of the new therapy of bacterial endocarditis; and much more. $12.00 


PREVENTIVE MEDICINE AND PUBLIC HEALTH 
2ND Edition 


by W. Smillie, M.D. This book fills the great need for a new type of 
text reflecting the modern concept of disease prevention and control as 
an integral part of the practice of medicine. Emphasis has been placed 
on the health protection of the young adult. prob. $8.00 


CLINICAL BALLISTOCARDIOGRAPHY 


by Drs. Brown, DelLalla, Epstein, and Hoffman. Dr. Brown and his 
co-workers now offer information concerning ballistocardiography, its 
value, its history, the various types of apparatus used, limitations, and the 
cardiac disorders which may be diagnosed through the use of ballisto- 
cardiograph apparatus. prob. $5.50 


Please send me on 10 days’ approval, and charge my account, or bill me, for the 
books checked below. I will either remit in full or return the books in 10 days. 


| ] Riseman: P-Q-R-S-T, 3RD Ep. [] Parkinson: TONSIL AND ALLIED PROBLEMS [) White: 
HEART DISEASE, 4TH ED. (] Smillie: PREVENTIVE MEDICINE AND PUBLIC HEALTH, 
| 2ND Eb. [] Brown: CLINICAL BALLISTOCARDIOGRAPHY 
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FIGURE I, 1. During the spread of the wave of accession over the myocardium, innumerable electromotive forces 
are generated which can be represented by spatial vectors (a). These spatial 
vectors can be considered as having a common point of origin (b). At any one 
moment, the resultant of all of these electromotive forces can be represented by 
an instantaneous vector determined by the application of the principle of the 
parallelogram of forces (c). 


axis of the lead. Thus, the horizontal component 
of all the electromotive forces of the heart is re- 
corded as projected onto the axis of the bipolar 
lead A; the sagittal component, onto the axis of 
lead B; and the vertical component, onto the axis 
of lead C. Any two of these leads determine a 
plane. By recording all three leads simultaneously, 
it should be possible to arrive at a spatial represen- 
tation of the total electromotive forces of the heart. 
This can be done by plotting each point of two 
scalar electrocardiograms which are recorded simul- 
taneously along axes perpendicular to one another 
(Figures III, 4 and 7). 

A cathode ray oscilloscope performs this proce- 
dure automatically when bipolar leads are con- 
nected to the paired plates. The beam of electrons 
is then deflected so that at each instant it occupies 
that point on the screen which represents the re- 


FIGURE 111, 2. As the wave of accession advances, the 
resultant electromotive forces (c) can 
be represented by instantaneous vectors 
which differ in spatial position and 
magnitude. All of these vectors are 
diagrammatically shown as having a 
common point of origin. When the 
distal points of the vectors are joined, 
a spatial loop is formed (sE loop). The 
time sequence of activation is indi- 
cated by the arrows. A bipolar lead 
records the total components of the 
spatial vector as projected onto the axis 
of the lead. A unipolar lead records 
the projection of the spatial vector 
along the axis from the electrode to the 
electrical center, E, of the heart. 


sultant of those forces acting perpendicular to each 
other. It is this beam which is photographed in all 
of the vectorcardiograms illustrated in the text. 


HE representation of the vectorcardiogram there- 

fore consists of a white center with a rapidly 
inscribed large loop (QRS sE loop), and a much 
more slowly inscribed smaller loop (T sE loop). 
The white center corresponds to the isoelectric 
point of the normal vectorcardiogram, i.e., the fixed 
point at which the cathode ray beam is photo- 
graphed during the PR, S-T, and T-P intervals. 
The spread of the wave of accession over the atria 
is recorded as a small loop (P sE loop). The spread 
of the wave of accession over the ventricles is re- 
corded as the large QRS sE loop, with the beam 


(Continued on page A-56) 
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“CAL BOOKS Name 


Three important new texts 
for the medical profession 


OCULAR SURGERY 


By H. ARRuGA, M.D. Translated by MICHAEL J. HOGAN, M.D., Clinical Professor of Ophthal- 
mology, University of California School of Medicine; and Luis E. CHAPARRO, M.D., formerly 
Professor of Physiology, University of El Salvador Medical School. 

Written by one of the world’s outstanding ocular surgeons, this volume is an up-to-date and 
accurate translation of a work that has already received universal acclaim as a Jandmark in the 
literature of ophthalmic surgery. The 127 magnificent color illustrations and 1,166 superior half- 
tones are among the finest to be found in medical literature. A classic in every respect, this 
volume is a most significant contribution to the science of ophthalmology. 


This text is prepared in two handsome bindings, the buckram binding for $36.00 
and the beautiful half-leather de luxe edition for $50.00. 
Ready in February 970 pages, 7 x 10%. 1293 illustrations 


HUMAN PHYSIOLOGY 


By BERNARDO A. HoussAy, M.D., JUAN T. Lewis, M.D., OscaR OrtAs, M.D., EDUARDO 
BRAUN-MENENDEZ, M.D., ENRIQUE HuG, M.D., VirGILiIo G. FoGLiA, M.D., AND Luis F. 
LELorr, M.D. 1118 pages, 74% x 97%, 499 illustrations, $14.00. 


“_. . A well-balanced presentation of the various parts of human physiology without undue 
emphasis of those areas of physiological research in which the writers are particularly interested. 
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then returning to the center of the screen before the 
T sE loop is inscribed. Each loop is therefore nor- 
mally recorded as a closed loop. Failure of the 
beam to return to the center after the inscription 
of the QRS sE loop will be recorded as an open 
loop. This occurs when the S-R vector is not zero 
but has appreciable magnitude. In the scalar elec- 
trocardiogram, this is registered as a deviation of 
the S-T segment. 

The direction of inscription of the QRS sE loop 
must be noted in each plane, since an analysis of 
the sequence of the spread of the wave of acces- 
sion is of great importance. The relative speed 
with which the deflections are inscribed can be 
determined by comparing the distances between 
the interrupted segments of the vector loops. A 
slow inscription is evidenced by the close proximity 
of these segments. The absolute duration of any 
inscription can be measured by counting the seg- 
ments, since the beam is interrupted every 0.0025 
second (400 times per second). 

Since all three projections are of the same spatial 
loop, it is apparent that the position in space oc- 
cupied by any portion of the vector loop can be 
determined by reference to two planes. Thus, 
the sagittal and the horizontal projections have the 
sagittal components (B) in common so that an 
anterior or posterior deflection is visible in each. 
The horizontal and the frontal projections have the 
horizontal component (A) in common so that a 
movement to the right or left is visible in each 
(Figure II, 2). The sagittal and the frontal projec- 
tions have the vertical component (C) in common 
so that a deflection superiorly or inferiorly is visible 
in each. Small deflections which may not be visible 
in a given projection because of overlapping loops 
may be visible in another. At present, all three 
projections are used because they are valuable not 
only for teaching purposes but also as a means of 
correlating the results of vectorcardiographic analy- 
sis with routine electrocardiographic records. 


T= value of unipolar leads lies in their ability to 
record a comparatively true picture of electro- 
motive forces as they are represented at any one 
point. Unipolar leads may be considered as record- 
ing the projection of the total electromotive forces 
along the axis from the electrode to the electri- 
cal center, E, of the heart. The axes of multiple 
thoracic unipolar leads determine an approximately 
horizontal plane. Similarly, the axes of multiple 
esophageal leads determine a sagittal plane. The 
frontal plane may be considered as being deter- 
mined by the axes of the bipolar leads I, II and 
III, and of the unipolar axes of Vy, Vy and Vy. 
These three projections are employed since they 
facilitate visualization and spatial orientation. It is 
fundamental in the application of spatial vector- 
cardiography to realize that it is a projection of the 


tecumicon triagram 
T 


MH 


Cc 


FIGURE U1, 4. The three component bipolar leads of the 
cube form of representation have been 
simultaneously recorded on the left, 
and enlarged on the right. The total 
horizontal electromotive forces are re- 
corded as projected onto the axis of 
the bipolar lead A; the sagittal com- 
ponent, onto the axis of lead B; and 
the vertical component, onto the axis 
of lead C. 


total resultant electromotive forces which is re- 
corded by any lead. Vy should be considered as 
recording the total forces of the heart acting in a 
vertical direction rather than those forces of the 
localized area of the myocardium resting upon the 
diaphragm. For this reason, bipolar lead C is simi- 
lar to Vp in configuration and timing since both 
are the records of the total resultant vertical com- 
ponents of the electromotive forces of the heart 
regardless of the points of origin of these electro- 
motive forces. Similarly, bipolar lead I and bipolar 
lead A both record the horizontal component of the 
total electromotive forces of the heart. 

In any lead there will be a certain interval of 
time during which the instantaneous vectors will 
point toward the recording electrode, and another 

(Continued on page A-58) 
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riGURE I, 7. Frontal projection: Bipolar leads A and C determine the frontal plane projection of the spatial vector 
loop. (Lead C has been inverted.) The same technic of plotting has been employed as for the 
horizontal plane. On the right is the frontal projection as photographed from the screen of a 


cathode ray oscilloscope. 


interval during which the instantaneous vectors 
will point away from the electrode. The former is 
manifested by the recording of an upward deflec- 
tion or R wave; the latter, by the recording of a 
downward deflection which may become an S 
wave if the instantaneous vector points away from 
the electrode. The peak of the R wave is written 
during that fraction of time when the instantaneous 
vector points most directly toward the electrode, 
i.e., When it coincides with the axis of derivation 
of the unipolar lead. Whether this point, which 
marks the onset of the “intrinsic” deflection, or 
any other interval shortly before or after, can be 
said to represent the time of activation of the area 
immediately under the electrode in an indirect lead 
is subject to some question. One can state that the 
resultant electromotive forces are directed toward 
the recording electrode at that instant, but such an 
instantaneous vector need not have any specific 
anatomic basis since it is the resultant of all the 
electromotive forces generated by the spread of the 
wave of accession over the heart. The area under 
the electrode may even be electrically inert at that 
instant, but the resultant of forces from the active 
areas may give a positive deflection at that one 
point. 

Since it is the resultant electromotive force 
which is recorded by an electrode, and not the 
electromotive forces arising from that area immedi- 


(Illustrations from: “Spatial Vectorcardiography,”’ by Grishman and Scherlis.) 


ately under the electrode, there is doubt that ap- 
preciable information is to be gained by recording 
leads directly from the heart, whether from the 
surface or cavity, or from the great vessels or 
bronchi. Patterns recorded over the right ventricle 
do not owe their specific configuration to the right 
ventricle alone, nor do patterns recorded over the 
left ventricle owe their configuration to the left 
ventricle alone. Prominent R waves in V; may be 
due to the loss of potentials directed in the op- 
posite direction as well as to hypertrophy of the 
right ventricle. Prominent R waves are also record- 
ed over the right precordium in infarction of the 
posterolateral wall of the left ventricle. 


AN application of this concept to the determina- 
tion of cardiac position is also apparent. The 
pattern of qR* is no more specific for the left 
ventricle than that of rS is for the right ventricle. 
The former pattern may be found in Vx in right 
ventricular hypertrophy or in infarction of the dia- 
phragmatic surface, or may be recorded in V, in 
posterolateral infarction. In pathologic states, espe- 


*In describing the configuration of the ventricular complex, the 
ase of lower case letters (q, r, s) signifies a relatively small deflec- 
tion, while the use of capitals (Q, R, S) signifies a relatively large 
deflection. Thus, the designation ‘‘qR’’ indicates a relatively small 
downward deflection followed by a relatively large upward deflection. 


(Continued on page A-60) 
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cially infarction, it is somewhat questionable that 
one can accurately predict cardiac position since the 
resultant electromotive forces are completely re- 
oriented. Pathologic studies utilizing such stand- 
ards should probably be re-evaluated. 

If the position of an electrode is known in rela- 
tion to E, it should be possible to predict the form 
of any intracardiac electrocardiogram. In a few 
instances, other investigators have shown such a 
correlation to exist as far as intra-atrial leads are 
concerned. Good correlation is also obtained for 
leads within the great vessels and right ventricle. 
This would indicate that there is no fundamental 
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difference between intracardiac or remote electro- 
cardiographic patterns. 

Thus, it may be possible to analyze all semi- 
direct or distant leads regardless of location, because 
they represent only different projections of the 
same spatial vectorcardiogram, rather than unre- 
lated, localized potentials. Such leads should be 
considered as recording the representation, at any 
one point, of the resultant of all electromotive 
forces. The relationship of direct cardiac leads to 
the spatial vectorcardiogram is not quite clear since 
the degree of distortion attributable to proximity 
has not been adequately evaluated. 


> 1951 YEAR BOOK OF OBSTETRICS AND GYNECOLOGY 


(August 1950-June 1951) - - - 


Edited by ]. P. Greenhill, B.S., M.D., F.A C.S., Professor of Gynecology, Cook 
County Graduate School of Medicine; Attending Gynecologist, Cook County 
Hospital; Attending Obstetrician and Gynecologist, Michael Reese Hospital; 
Associate Staff, Chicago Lying-In Hospital, Chicago. 567 pages, illustrated. 
1951, Year Book Publishers, Inc., Chicago. $5.00. 


Written with the object of | good share of them are taken from lesser known 
providing a quick review of periodicals. 
the present literature for all Of particular interest are Doctor Greenhill’s edi- 


concerned with obstetrics and torial comments, which are especially valuable 
gynecology, this small book whenever they include references to the subject 
contains a wealth of informa- discussed. The reader is thus brought right up to 
tion. Subjects covered deal date. Of definite value to those who desire quick 
with all phases of this special- reference for diagnosis and/or treatment, the Year 


ty, and even though the ma- _ Book serves to keep one abreast of the latest de- 
jority of the articles stem from —_ velopments in obstetrics and gynecology. 
the better known journals a M. M. B. 


& FRACTURES, DISLOCATIONS AND SPRAINS - - - 


By John Albert Key, B.S., M.D., Clinical Professor of Orthopedic Surgery, 
Washington University School of Medicine; Associate Surgeon, Barnes, Chil- 
dren’s and Jewish Hospitals, St. Louis, Missouri, and H. Earle Conwell, M.D.., 
F.A.C.S., Associate Professor of Orthopedic Surgery, University of Alabama 
School of Medicine; Chief of the Orthopedic Service, South Highland In- 
firmary, Birmingham, Alabama. Ed. 5. 1,232 pages, with 1,195 figures. 1951, 
C. V. Mosby Company, St. Louis. $16.00. 


Originally written as a practical guide in the 
treatment of fractures, the vocation of the authors 
to perpetuate this concept prevails as a striking fea- 
ture of its appraisal. However, the progress and 
advances of present-day treatment require a com- 
prehensive perusal of the end results and a judicious 
evaluation of the curative procedures. With this 
in mind there has been a deletion of the less valu- 
able material and illustrations while the newer 
methods and modifications of older procedures have 
been surveyed with profound analysis. 

There are in all over 1,150 printed pages, radi- 


ographic reprints and photographs to define ac- 
curately the many pathologic conditions, fractures, 
maneuvers and end results from the form of ther- 
apy chosen. Accordingly the critical survey essen- 
tial to elucidate final results has been accomplished 
with discrimination and presents the fundamental 
concepts from which the conclusions were obtained. 
This tends then to assure a credence in the mani- 
fest principles and will likely revitalize an interest 
in the curative procedures that perhaps are looked 
on as dubious in various sections of the country. 


H. O'P. 
(Continued on page A-62) 
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In this study, which was 
undertaken to evaluate the 
psychologic effects of air war- 
fare and to indicate problems 
which may arise in planning 
the defense of the United 
States against air attack, the 
investigators have presented 
a comprehensive review of 
whatever findings are present- 
ly available on the effects of 
various types of bombing on 
civilian populations. 

Starting with a section on the Hiroshima and 
Nagasaki atomic bombings, the book continues 
with discussions of the effects of the more “con- 
ventional” bombings in England and Germany and 
concludes with a discussion on the psychologic 
aspects of civilian defense and problems of disaster 
control. 

For their survey of the Hiroshima and Nagasaki 
bombing effects, the study has drawn extensively 
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& AIR WAR AND EMOTIONAL STRESS - - - 


By Irving L. Janis, Department of Psychology, Yale University. 280 pages. 
1951, McGraw-Hill Book Company, Inc., New York, Toronto & London. 


& ATLAS OF GENITO-URINARY SURGERY -- - 


By Philip R. Roen, M.D., F.A.C.S., Instructor in Urology, New York Post- 
Graduate Medical School; Clinical Instructor in Urology, New York Medical 


on John Hersey’s book, “Hiroshima,” and on the 
original protocols of interviews conducted by the 
Morale Division of the U.S. Strategic Bombing 
Survey. The investigators concluded that, in gen- 
eral, emotional response of the persons involved 
and of the survivors did not differ markedly from 
that of persons subjected to other types of bomb- 
ing and explosions, and that the incidence of 
psychiatric disorders was not measurably increased. 

It is also stated that there was no appreciable 
increase in psychopathologic disorders among civil- 
ians as a result of World War II air attacks; where 
symptoms did appear, there was usually a previous 
disposition to psychoses or neuroses. It is true, 
however, that under conditions of severe bombing 
there was a decided incidence of temporary emo- 
tional shock, and following intensive air attacks 
there was a slight increase in psychosomatic dis- 
orders. Chief among these physical manifestations 
were peptic ulcers and coronary insufficiency, while 
menstrual difficulties often occurred among women. 


College; Associate Visiting Urologist, Morrisania City Hospital; Assistant 
Attending Urologist, Midtown Hospital and Yonkers General Hospital, New 
York. Introduction by Clarence B. Bandler, M.D., F.A.C.S. Illustrations by 
Charles Stern. 325 pages, illustrating 71 surgical procedures. 1951, Appleton- 


According to the preface, 
the purpose of this book is to 
teach, by means of simple 
line drawings, the standard 
(italics by the author) pro- 
cedures of urologic surgery to 
the urologic resident, to the 
urologist who is confronted 
with an unusual surgical situ- 
ation and wants to refresh his 
memory, and to the general 
surgeon who has occasion to 
perform urologic operations only occasionally. 
The book is divided into nine sections dealing 
with general principles of urologic surgery and 
with operations on the kidney, adrenal, ureter, 
bladder, prostate, scrotum and testicle, urethra, and 
penis. The section on the adrenal is pretty sketchy, 
and that on transurethral resection is wholly inade- 


Century-Crofts, Inc., New York. $8.00. 


quate. Considering the aim of the work, the de- 
scription of perirenal air insufflation and pneumo- 
peritoneum could have been left out in order to 
make the coverage of transurethral resection and 
adrenalectomy more adequate and to include 
Nagamatsu’s approach to the kidney, which is 
quite valuable. 

The drawings are simple but clear and informa- 
tive, and the book undoubtedly will be of great 
value to the groups named, particularly to the 
beginning resident in urology, although he cer- 
tainly should familiarize himself with a great many 
operations which are not mentioned in this book. 
It seems to me that the value of the work would 
be greatly increased by the addition, at the end 
of each section, of a few key references in which 
could be found more details of the operations de- 
scribed, as well as descriptions of other procedures. 

C. D. C. 
(Continued on page A-64) 
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OPHTHALMOLOGY .-.- - 


By Arno E. Town, M.D., Professor of Ophthalmology, The Jefferson Medical 
College, Philadelphia, and 11 contributors. 511 pages, with 208 illustrations 
and 4 plates in color, 1951, Lea & Febiger, Philadelphia. $10.00. 


Intended as a concise treatise for undergraduate 
students and general practitioners, this text fulfills 
its goal admirably. Dr. Town has written most of 
the book but there are also 11 contributors. 

Particular emphasis has been placed on ophthal- 
moscopic examination and the interpretation of 
what is observed in the fundus. The entire field of 
ophthalmology has been touched on and, for the 
most part, quite adequately. The final chapter, 
devoted to surgery, suffers from saying too much 
and, at the same time, not enough. Many of the 
procedures are described in some detail but are still 
sufliciently incomplete as to give a false sense of 
simplicity. 

Following the opening chapter on routine meas- 
urement of intraocular tension is a chapter on the 
physiology of vision, written by Dr. O. H. Wag- 
man. This is a comprehensive discussion, undoubt- 
edly too technical for the general practitioner and, 
in its attempt to cover a complicated field, too 
brief for the student of ophthalmology. It does, 
however, serve as a review for ophthalmologists. 

Methods of refraction are described in chapter 3, 
with sufficient brevity as to cause some miscon- 
ceptions. In addition, the reviewer questions a 
statement that a contact lens is the answer to the 
problem of monocular aphakia when vision in the 
other eye is still useful. 


The chapter on the cornea (g) is written by Dr. 
I. H. Leopold and manages the treatment of corneal 
diseases very well. A valuable and comprehensive 
table at the end of the chapter summarizes condi- 
tions affecting the cornea, their etiology, clinical 
appearance, course and therapy. 

Chapter 16 on glaucoma, also contributed by Dr. 
Leopold, discusses the newer classification of glau- 
coma and ends with excellent tables concerning the 
therapy of primary glaucoma, its characteristics, 
diagnosis and histologic picture. 

The chapter on symptomatic diagnosis (19) 
should be of value to the general practitioner as 
should chapter 20 on ocular therapeutics. The 
dosages of ACTH and cortisone, however, are now 
standardized to amounts different from those 
which are mentioned. 

Chapter 21, Standing Orders for Traumatic Cases 
in Industrial Dispensaries, has some good points. 
The reviewer, however, considers it inadvisable to 
brush a foreign body from the cornea, inasmuch 
as additional damage may be done in some cases 
by this maneuver. The use of a spud or similar 
instrument is indicated. Because morphine not in- 
frequently causes vomiting, we question its use in 
the case of an ocular perforation * ‘with expulsion of 
fluids from the eye itself.” 

P. B. J. 


& CLINICAL UROGRAPHY; An Atlas and Textbook of Roentgenologic Diagnosis - - - 


By William F. Braasch, M.D., Emeritus Consultant in Urology, Mayo Clinic; 
and John L. Emmett, M.D., Consultant in Urology, Mayo Clinic. 736 pages 
with 1,361 figures. 1951, W. B. Saunders Company, Philadelphia & London. 


$25.00. 


“Clinical Urography” is the successor to Braasch’s 
“Urography.” Published in 1927, the latter work 
has always been the standard authority in its field. 
However, it was written before the advent of ex- 
cretory urography, which reveals more about the 
functional state of the collecting portion of the 
urinary tract than does retrograde pyelography, so 
that a new work was decidedly in order. 

In addition to excretory and retrograde studies 
of the urinary tract, the new book discusses peri- 
renal air insufflation, aortography, cystourethrog- 
raphy, and seminal vesiculography. The illustra- 
tions included in the text are reproductions of 
original roentgenograms from the Mayo Clinic and 


from several other contributors. It speaks well for 
the good judgment and diligence of the authors 
and for the skill of the publishers that the quality 
of the average reproduction is so good. All too 
commonly, roentgenograms in published material 
are so poor as to defy interpretation, and so are 
without value. 

The material is divided into 12 chapters. “Meth- 
ods” covers the preparation of the patient and tech- 
nical considerations. “The Plain Film” discusses 
the uses of the roentgenogram without contrast 
agent, with particular emphasis on the consequences 
of failing to utilize this very valuable method, as 

(Continued on page A-66) 
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well as on its positive value. “The Normal Uro- 
gram” includes normal variations and physiologic 
considerations. The titles of the remaining chap- 
ters are self-explanatory: Dilatation of the Urinary 
Tract (including stasis and atony); Urinary Cal- 
culi; Nontuberculous Infections; Tuberculosis; 
Renal Cysts; Tumors of the Genitourinary Tract; 
Anomalies; Urethrography, Seminal Vesiculogra- 
phy, Aortography, and Other Special Methods. The 
final chapter on Miscellaneous Methods and Dis- 
orders is designedly a sort of hodge-podge which 
includes such diverse items as trauma, fistulas, 
operative and postoperative urograms, retrocaval 
ureter, miillerian duct cysts, vascular lesions, bil- 
harziasis, and so on. 

One could complain with justice that there 
ought to be more diagrams explaining the uro- 
gram of the normal kidney, but the urographic 
delineation is so complete as to make this unneces- 
sary. The publishers economized on space by plac- 
ing some of the captions at right angles to the 
illustrations, a flaw which requires some needless 
acrobatics on the part of the reader. The authors 
have, in the opinion of the reviewer, dealt too 
casually and perhaps unkindly with needle biopsy 
of the kidney in cases in which cysts cannot other- 
wise be differentiated from neoplasms without 
surgical explanation. 

This book is required reading for anyone who 
undertakes to interpret roentgenograms of the 
urinary tract, whether urologist, radiologist or gen- 
eral practitioner. It is of particular value to resi- 
dents in urology and radiology. 


Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


The Skull and Brain Roentgenologically Consider- 
ed. By C. Wadsworth Schwartz, Ph.B., M.D., F.A.C.R., 
Associate Professor of Clinical Radiology, College of Physi- 
cians and Surgeons, Columbia University; Associate Clinical 
Professor of Radiology, College of Medicine, New York 
University, and Lois Cowan Collins, B.S., M.D., Associate 
Professor of Radiology, College of Physicians and Surgeons, 
Columbia University, New York. 386 pages, with 335 fig- 
ures. 1951, Charles C Thomas, Springfield, Illinois. $10.50. 


Formulary and Therapeutic Guide. 1951 Revision. 
Formulary Committee: R. Gordon Douglas, Chairman; 
Donald A. Clarke, Secretary; Norman Baker; Henry Barnett; 
McKeen Cattell; Herbert Conway; Cary Eggleston; August 
Groeschel; Vassar Johnson; Vernon Knight, and Ade Mil- 
horat. 355 pages. 1951, Appleton-Century-Crofts, Inc., New 
York. $3.00. 


The Temp dibular Joint. Edited by Bernard 
G. Sarnat, M.D., M.S., D.D.S., F.A.C.S., Professor and 
Head of the Department of Oral and Maxillofacial Surgery, 
College of Dentistry, University of Illinois, Chicago. With 5 
contributors. 148 pages, illustrated. 1951, Charles C Thomas, 
Springfield, Illinois. $4.75. 
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The Medical Bookman 


Annual Report on Stress. By Hans Selye, M.D., Ph.D. 
(Prague), D.Sc. (McGill), F.R.S. (Canada), Professor and 
Director of the Institut de Médecine et de Chirurgie expéri- 
mentales, Université de Montréal, Canada. 511 pages, illus- 
trated. 1951, Acta, Inc., Montreal. $10.00, 


Modern Headache Therapy. By Arnold P. Friedman, 
M.D., Physician in Charge of the Headache Clinic, Monte- 
fiore Hospital; Assistant Professor of Clinical Neurology, 
Columbia University Medical School; Attending Physician, 
Montefiore Hospital, New York. 164 pages. 1951, The C. V. 
Mosby Company, St. Louis. $4.00. 


Physical Medicine and Rehabilitation for the Aged. 
By Walter S. McClellan, M.D., Medical Director, The Sara- 
toga Spa, Saratoga Springs, New York; Associate Professor 
of Medicine, Albany Medical College, Albany, New York. 
8: pages, illustrated. 1951, Charles C Thomas, Springfield, 
Illinois. $2.00. 


Electrocardiographic Studies in Normal Infants 
and Children. By Robert F. Ziegler, M.D., Associate in 
Cardiology; In Charge of Section of Pediatric Cardiology, 
Henry Ford Hospital, Detroit. 207 pages, with 115 figures. 
1951, Charles C Thomas, Springfield, Illinois. $10.50. 


A Translation of Galen’s Hygiene (De Sanitate 
Tuenda). By Robert Montraville Green, M.D., Emeritus 
Professor of Anatomy, Harvard Medical School, Boston. 
With an introduction by Henry E. Sigerist, M.D. 277 pages. 
1951, Charles C Thomas, Springfield, Illinois. $5.75. 


Antibiotic Therapy. By Henry Welch, Ph.D., Director, 
Division of Antibiotics, Food and Drug Administration, 
Federal Security Agency of the United States Government, 
and Charles N. Lewis, M.D., Medical Officer, Division of 
Antibiotics, Food and Drug Administration, Federal Security 
Agency of the United States Government. Foreword by 
Chester S. Keefer, M.D. 562 pages. 1951, The Arundel 
Press, Inc., Washington, D. C. $10.00. 


Roentgen Examinations in Acute Abdominal Dis- 
eases. By J. Frimann-Dahl, M.D., Ph.D., Chief of Roentgen 
Department, Ulleval Hospital, Oslo, Norway. 323 pages 
with 305 figures. 1951, Charles C Thomas, Springfield, 
Illinois. $10.50. 


Cardiac Pain. By Seymour H. Rinzler, M.D., F.A.C.P., 
Adjunct in Medicine and Cardiovascular Research Unit, 
Beth Israel Hospital; Instructor in Rehabilitation, New York 
University College of Medicine; Associate Visiting Physi- 
cian, Bellevue Hospital, New York City. 139 pages, illus- 
trated. 1951, Charles C Thomas, Springfield, Illinois. $3.75. 


Renal Function; Transactions of the Second Confer- 
ence, October 19-20, 1950, New York City. Edited by 
Stanley E. Bradley, Department of Medicine, College of 
Physicians & Surgeons, Columbia University. 178 pages. 
— by the Josiah Macy, Jr. Foundation, New York. 
3.00. 


Liver Injury; Transactions of the Ninth Conference, 
April 27-28, 1950, New York City. Edited by F. W. Hoff- 
bauer, M.D., Department of Medicine, University of Minne- 
sota Medical School, Minneapolis. 232 pages, illustrated. 


Sponsored by the Josiah Macy, Jr. Foundation, New York. 
$3.00. 


Aphorisms of C. H. Mayo and William J. Mayo. 
Collected by Fredrick A. Willius, M.D., Mayo Clinic, 
Rochester, Minnesota. 117 pages; 215 quotations. 1952, 
Charles C Thomas, Springfield, Illinois. $2.75. 


Designed by 
E. C. EMERSON, M.D. 
Emerson Clinic 

St. Paul, Minn. 


| Emerson 


STRIPPER 


| for greater flexibility 
and versatility 


Overcoming the limitations 

of rigid devices—the new flexible 
Emerson vein stripper markedly 
facilitates this surgical procedure, 
minimizes trauma and hastens 
postoperative recovery. This new 
vein stripper is 37 inches long 
and made of stainless steel. It is 
supplied with two filiform guides 
3 cms. in length, a threaded 
metal guide tip and a specially 
designed sterilizing rack. 
Descriptive reprint and literature 
on request. 


Sklar Products available through 
v accredited surgical supply houses 


Caution: If the name 


LONG ISLAND CITY, N. Y. 
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Similac is available in Powder, 
1 lb. tins, and Liquid, 13 fi. oz. tins 
1. Bruce, J. W., Hackett, L. J. and — 


Bickel, J. E.: Feeding Premature Infants, 
J. Pediat. 35:201 (Aug.) 1949. “any 


| \ The “acceptability factor” 
\\ helps assure 


As significant as weight and growth gains are, 
the “infant himself is not at all interested.” 

Of greater moment to him is 

“a feeding mixture he readily accepts.” 


clinical acceptability with S I M I LAC 


In a study considering the “acceptability” of various formulas, Similac was found to 
be “more readily accepted’”—and very young prematures on Similac enjoyed a daily 
weight gain which was above average, and “regained their birthweight more readily 
than did infants fed the other milk mixtures.” 


scientific acceptability with S I M I LAC 


There is no closer equivalent to human breast milk than Similac, with its 
unexcelled nutritional advantages: 


curd tension of zero, fostering ease of digestion carbohydrate in the form of lactose 
fats chosen for maximum retention _ (as in breast milk) 
50 mg. ascorbic acid per quart of formula high ratio of essential fatty acids 


full, balanced array of essential amino acids folic acid and vitamin B:. 
(same amounts as in breast milk) 


favorable calcium-phosphorous ratio 


URy Op 


M & R LABORATORIES, Columbus 16, Ohio 
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New Drugs and Instruments 


Information published in this department has been sup- 
plied by the manufacturers of the products described. 


ABBOCILLIN 800M 


purpose: Treatment of infections caused by penicillin- 
susceptible organisms. 

composiITIOoN: A dry preparation containing 600,000 
units of penicillin G procaine and 200,000 units of 
penicillin G potassium in a 1 cc. vial. The 5 cc. 
multiple-dose vial contains 3,000,000 units of penicil- 
lin G procaine and 1,000,000 units of penicillin G 
potassium. 

DOSAGE AND ADMINISTRATION: Recommended in 1 cc. 
doses at 48 hour intervals and in doses of 0.5 cc. at 
24 hour intervals. 

How supPLigp: In 1 cc. and 5 cc. drain-free vials, singly 
and in boxes of 5. 

propucer: Abbott Laboratories, North Chicago, III. 


BLOOD FRACTIONATOR 


purPosE: Designed to simultaneously separate whole 
blood into its components—red cells, plasma and the 
components of plasma—at the same time it is being 
collected from the donor. 

DESCRIPTION: Self-contained, portable fractionator oper- 
ates in three accurately controlled and fully auto- 
matic steps: (1) Blood from the donor passes through 
a tube where calcium is removed and clotting is 
prevented. (2) It is then cooled and next passed 
through a centrifugal separator where the heavier 
cells are removed from the lighter fluid medium, 
the plasma. (3) An automatic process timing device 
determines distribution of the components, which 
are then deposited into their respective containers. 
The containers and centrifuge may be removed as a 
unit without breaking the hermetic seal and trans- 
ported to other locations for storage or for immedi- 
ate use. 

propucerR: American Optical Company, Southbridge, 
Mass. 


DIUCARDYN SODIUM 


purpose: Mercurial diuretic. 

coMPosiTION: Brand of mercaptomerin sodium. 

DOSAGE AND ADMINISTRATION: Suggested dose is 0.5 to 2 
cc. subcutaneously, according to patient’s require- 
ments. 

HOW SUPPLIED: In two sizes: combination package pro- 
vides one vial containing 1.4 gm. of powder with 10 
cc. diluent; hospital package (without diluent) pro- 
vides one vial containing 4.2 gm. of powder intend- 
ed for reconstitution with 30 cc. of Water for 
Injection, v.s.P. 

propucer: Ayerst, McKenna & Harrison, Ltd., New 
York, N. Y. 


FILM DRYER 


DESCRIPTION: Unit is compact for bench mounting and 
has capacity of 12 14”x17” films. Wet films dry 
completely in 40 to 50 minutes. Combination toggle 
switch permits adjustment for heat and blower or 
for blower only. Unit has removable stainless drip 
tray and door is equipped with magnetic device to 
hold it closed during operation. Dryer is finished in 
light green baked enamel, inside and out. 


WESTEX TIMER (INSET) 


DESCRIPTION: Designed for darkrooms and laboratories, 
this timer is adjustable up to 15 minutes. Limit knob 
may be set at any point for successive operations 
where the same time limit is required. Case is cor- 
rosion-resistant and the front is slanted back for 
readability. 

propucer: Westinghouse X-Ray, Baltimore, Md. 


NISENTIL HYDROCHLORIDE 
(New Package Size) 


puRPosE: Obstetric analgesic. 
DESCRIPTION: Now available on narcotic order in 10 cc. 
vials containing 60 mg. per cubic centimeter. 
propucer: Hoffmann-La Roche, Inc., Nutley, N. J. 
(Continued on page A-72) 
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Vitamin A (synthetic) 
Vitamin D 

Thiamine Mononitrate 
Riboflavin: 

Niacinamide 
Ascorbic Acid 


New Drugs and Instruments 


AEROSPORIN 


purpose: Oral treatment of bacillary dysentery, par- 
ticularly the chronic type, due to Shigella and other 
gram-negative organisms. Parenteral treatment of 
septicemia, meningitis, and urinary tract and other 
systemic infections due to Pseudomonas aeruginosa 
and some other gram-negative bacteria. 

composition: Brand of polymyxin B sulfate. 

HOW supPPLiED: For oral use: Aerosporin Compressed, 
scored, equivalent to 50 mg. (500,000 units) Poly- 
myxin Standard (available on prescription). For par- 
enteral use: Aerosporin Sterile, equivalent to 50 mg. 
(500,000 units) Polymyxin Standard (for hospital 
use only). 

propucer: Burroughs Wellcome & Co. (U.S.A.), Inc., 
Tuckahoe, N.Y. 


EVANS BLUE DYE 


purpose: Guide in administering blood transfusions. 

DESCRIPTION: In determining circulating blood volume, 
a known quantity of dye is injected into a vein. The 
dye combines firmly with plasma albumin when 
injected into the blood stream and leaves circulating 
blood very slowly. After a suitable interval for the 
dye to distribute itself throughout the system, a 
blood sample is drawn. (In normal persons, the 
dye mixes with the blood in nine minutes; in_per- 
sons with congestive heart disease or severe shock, 
this mixing may take as long as 15 minutes.) The 
color of the dyed sample is then compared with that 
of a standard solution of the dye. Subsequent cal- 
culations determine the total plasma volume and 
enable the physician to determine whether whole 
blood, plasma or washed red corpuscles represent the 
patient’s need. 

HOW suPPLIED: Will be available in boxes of 6 and 25 
ampules, each ampule containing 25 mg. of the dye. 

propucer: Warner-Hudnut, Inc., New York, N. Y. 


QUOTANE* OINTMENT AND LOTION 


purPosE: Antipruritic and emollient. 

COMPOSITION: Ointment contains Quotane—1-(beta- 
dimethylaminoethoxy) -3-n-butylisoquinoline hydro- 
chloride—5 per cent, in a water-miscible base. Lotion 
contains Quotane 0.5 per cent; camphor 2.0 per cent; 
menthol 0.1 per cent; zinc oxide 10 per cent. 

INDICATIONS FOR USE: Relief of itching and burning 
skin in conditions such as pruritus ani, poison ivy 
and burns. The ointment is indicated for dry, fis- 
sured skin; the lotion is indicated for moist, oozing 
skin. 

DOSAGE AND ADMINISTRATION: Spread a thin film over 
the affected area. It is seldom necessary to apply 
Quotane more than four or five times daily. 

cAauTIon: Avoid contact with the eyes, in order to pre- 
vent stinging. 

HOW SUPPLIED: Ointment—1 oz. tubes (with rectal ap- 
plicator). Lotion—2 fl. oz. squeeze bottles. 

propucer: Smith, Kline & French Laboratories, Phila- 
delphia, Pa. 


*Trademark. 
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Whether. vitamin deficiencies be | 
acute or chronic, mild or severe, for 
_.truly therapeutic dosages ‘specify 
25,000 U.S.P. units | 
1,000 U.S.P._units 
| 10 mg. 
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New Drugs and Instruments 


CORTONE OPHTHALMIC SUSPENSION 
AND OINTMENT 


purpose: Topical use in the treatment of inflammatory 
eye diseases. 

DESCRIPTION: New products are a 0.5 per cent ophthal- 
mic suspension of cortone® Acetate and a 2.5 per 
cent suspension, both supplied in 5 cc. vials with 
dropper assembly and packaged in multiples of 12 
vials; and a 1.5 per cent ointment of Cortone Ace- 
tate, supplied in % oz. tubes containing 3.5 gm. of 
ointment and packaged in cartons containing 12 
tubes each. 

propucerR: Merck & Co., Inc., Rahway, N. J. 


LOW SODIUM MEAT PRODUCTS 


DESCRIPTION: Special dietetic products marketed under 
the Hilsom brand name, these meat dishes realize as 
much as a 95 per cent reduction in sodium com- 
pared with similar conventional items. Five initial 
Hilsom meat dishes are packaged in 5% oz. tins, 
each representing an individual serving. They are 
precooked, ready to heat and serve. 

propucer: Packed by Armour & Co., Chicago, III. 


ATRALOSE 


PuRPOSE: Spasmolysis and sedation in gastrointestinal 
tension states. 
composition: Each tablet contains: 


Homatropine methylbromide .............. I mg. 
Cellothyl (brand of methylcellulose) ....... 500 mg. 


DOSAGE AND ADMINISTRATION: 2 tablets three times daily, 
each dose with a full glass of water. 

How suppLigD: Bottles of 100 and 500 tablets. 

propucer: Chilcott Laboratories, Morris Plains, N. J. 


LEDERCILLIN* SOLUBLE 
PENICILLIN TABLETS 


New Package Sizes 


DESCRIPTION: Previously available only in 24 tablet size, 
both the 50,000 unit tablets and the 100,000 unit 
tablets can now be obtained in vials of too tablets. 

propucER: Lederle Laboratories Division, American 
Cyanamid Co., New York, N.Y. 


*Trademark. 


HYCIDARON TABLETS 


PuRPosE: Treatment of cases of chronic or refractory 
hypochromic anemia which do not respond to ordi- 
nary therapeutic measures. 

coMPosITION: Each tablet contains: 


Ferrous giucomate ............... 0.1 gm. (11% gr.) 
Glutamic acid hydrochloride ......0.3gm.(5 
Thiamine hydrochloride .......... I mg. 


DOSAGE AND ADMINISTRATION: I or 2 tablets two or three 
times daily after meals, according to requirements. 
How suppLieD: Bottles of 100, 500 and 1ooo. 
PropucErR: Warren-Teed Products Co., Columbus, O. 
(Continued on page A-74) 
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New Drugs and Instruments 


DUOLINE X-RAY FILM ILLUMINATOR 


DESCRIPTION: Low-cost illuminator weighs 12% pounds 
and requires a space of only 15 by 20 inches on the 
wall or 5 by 15 inches on a desk. Keyhole slots in 
the back make it easy to hang and pads underneath 
protect the desk. Made of bonderized steel, finished 
in pearl gray. Illumination is provided by two 18 
inch, 15 watt GE Daylight fluorescent lamps. Stain- 
less steel drip trays are optional. 

propucer: General Electric Co., X-Ray Dept., Milwau- 
kee, Wis. 


New products approved for inclusion in this de- 
partment but for which space is not available this 
month are listed below. Detailed descriptions of these 
drugs and instruments will be printed in subsequent 
issues. 


Aureomycin Crystalline Vaginal Powder and Vaginal Sup- 
positories (Lederle Labs.) 

Aureomycin Nasal (Lederle Labs.) 

Duolvite Drops (Ives-Cameron) 

New Dark Field Microscopes (American Optical Co.) 

Paveril Phosphate (Eli Lilly) 

Perihemin Liquid (Lederle Labs.) 

Petri Blood Pump (American Optical Co.) 

Premarin (Ayerst, McKenna & Harrison) 

Scripac (Armour Labs.) 

Super D Drops and Super D Perles—New Formulas 
(Upjohn) 

Tryptar—now available for general practice and surgical use 
(The Armour Laboratories) 


PROVITE B WITH VITAMIN C 


PURPOSE: For use in nutritional water-soluble vitamin 
deficiencies, disturbed vitamin metabolism in acute 
infections, severe injuries, diabetes mellitus, gastro- 
intestinal diseases, chronic debilitative diseases and 
to assist in counteracting undesirable side effects of 
drug therapy. 

COMPOSITION: Each capsule contains: 


Thiamine (Bs) 25 mg. 
Pyridoxine (Bs) ..... 5 1.5 mg. 
Niacinamide ............. 100 mg. 
Vitamin By, U.s.P. 2 mcg. 
Ascorbic acid (C) .... 100 mg. 
Choline dihydrogen citrate 100 mg. 
Secondary liver fraction 60 mg. 


DOSAGE AND ADMINISTRATION: One capsule daily for 
adults and children over 12 years, or as directed by 
physician. For children under 12 years, only as direct- 
ed by physician. 

HOW SUPPLIED: Bottles of 100. 

propuceER: Ives-Cameron Co., Inc., New York, N.Y. 


MYCIGUENT* OPHTHALMIC OINTMENT 


purpose: Antibiotic for treatment of superficial eye 
infections caused by organisms susceptible to neo- 
mycin. 

COMPosITION: Contains 5 mg. of neomycin sulfate per 
gram. 

DOSAGE AND ADMINISTRATION: Should be applied once 
or twice daily. In deep-seated infections, local appli- 
cations of neomycin should be supplemented by 
systemic therapy with other chemotherapeutic or 
antibiotic agents. 

HOW suppLiep: One dram tubes with applicator tips. 

propucer: The Upjohn Co., Kalamazoo, Mich. 

*Trademark. 


THE CHILDREN’S 
MEMORIAL HOSPITAL, Cuicaco 


offers to 
Physicians especially interested in 
PEDIATRICS 
an intensive Four Weeks’ Course 
beginning MAY 5, 1952 


For detailed information address: 


GRADUATE COURSE IN PEDIATRICS 
THE CHILDREN’S MEMORIAL HOSPITAL 


707 Fullerton Avenue, Chicago 14, Illinois 
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7¥/ gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 


lasting from five to eight hours, usually free from un- 
desirable after-effects. Pulse and respiration are slowed 
© DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 
abolished and the patient can be readily aroused.? 
"CHLORAL HYDRATE produces a normal type of 
sleep, and is rarely followed by ‘hangover’."! 
Dosage: One to two 7'/2 gr., or two to four 3% gr. capsules at 
bedtime. 


CAPSULES CHLORAL HYDRATE Fe/fows 


ODORLESS NON-BARBITURATE TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE — Fellows 


for the patient who needs daytime 
¢ DAYTIME SEDATION sedation and relaxation with complete 
comfort. 


Dosage: One 3% gr. capsule three times a day, ing. oo 
after meals. 3 } gr. 
EXCRETION — Rapid and complete, therefore no depressant after-effects.°: 4 


Available: Capsules CHLORAL HYDRATE — Fellows 
3% gr. (0.25 Gm.) Blue and white capsules. . . bottles of 24's and 100's 
gr. (0.5 Gm.) Blue capsules... bottles of 50's 


Profegsional samples and literature on request 


MEDICAL MFG. CO., INC 


pharmaceuticals since 1866 
80 Christopher St., New York 14, N. Y. 


BIBLIOGRAPHY 
1, Hyman, 4. T.: Ant ited Practice of Medicine (1950) 
2. Rehfuss, M. R., et al: Soe in Practical Therapeutics (1948 
3. Goodman, L., and Gilman, A.: The Pharmacological Basis ot Thera ies (1941). va! ane. 1951. © 
4 Sollmann, TA Manual of uae Tth ed. (1948), and Useful Drugs, 14th ed. 


A-25 


EA 
A 
| 
| 


Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate 
Medicine. Subscribers are invited to call on this Service for answers to difficult medical problems 
from members of our Editorial Board and our Editorial Consultants best qualified to help. Each 
question will be answered by mail and those of general interest will be published cach month. 
Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Building, 


Minneapolis 3, Minnesota. 


LYMPHOCYTIC CHORIOMENINGITIS 
QUESTION: A 37 year old man states that he had 


acute lymphocytic choriomeningitis while in the 
Marine Corps in China in 1938. He was treated 
again for the same thing in an army hospital in the 
U.S. in 1943, at which time they did exhaustive 
studies and ruled out central nervous system syphi- 
lis. He recently had a similar attack characterized 
by a temperature of 101° F., severe headache, 
vomiting, stiff neck, positive Kernig (absent knee 
jerks and Babinski) and contracted pupils. These 
symptoms gradually subsided over a period of four 
days. He was not hospitalized so no spinal tap was 
done. Blood count was normal including the differ- 
ential (white blood count 7400). Urine was normal. 

Is there any information available about lymphocytic 
choriomeningitis recurring in this way? Has the 
etiology of the disease been established? After 
having it, would subsequent attacks of influenza be 
more likely to be associated with meningismus? 

The patient’s past history is negative except for re- 
moval of tonsils and adenoids in 1936 and amebic 
dysentery in 1937. Since the attack a physical and 
neurologic examination has shown everything to be 
completely normal (except for hemorrhoids). 

I would appreciate your comments on this case. 

M.D.—Massachusetts 


ANSWER: The clinical entity, acute aseptic men 
ingitis with lymphocytes in the cerebrospinal fluid, 
may have a number of different causes, and in a 
considerable proportion of cases no cause can be 
found. One of the causes of this clinical picture is 
infection with the specific virus of lymphocytic 
choriomeningitis. After infection with this virus, 
an immunity develops which probably lasts for 
many years, in most cases. In the case of almost 
any infection, however, rare individuals may be 
found in whom an immunity to that type of infec 
tion does not develop. 

Leichenger, Milzer and Lack (J.A.M.A. 115:436, 
1940) described a case of infection with the virus 
of lymphocytic choriomeningitis in which there 
were several recrudescences. 

With regard to the question of whether an at- 
tack of lymphocytic choriomeningitis would pre- 
dispose to meningismus in connection with subse- 


quent attacks of influenza, there seems to be no 
reason why this should be so 

If further attacks occur, animals should be inocu 
lated with a specimen of cerebrospinal fluid in an 
attempt to detect the virus of lymphocytic chorio- 
meningitis, and tests of the acute-phase and con- 
valescent-phase serum should be sent to a virus 
laboratory for study for neutralizing and comple 
ment-fixing antibodies against the virus. 

An interesting case in which benign lympho- 
cytic meningitis was not caused by the virus of 
lymphocytic choriomeningitis, and of unknown 
etiology in which there were 14 attacks in four 
years, has been reported by Marquezy (Bulletins 
et mémoires de la Société médicale des hépitaux 
de Paris 1945, No. 24, 25. Séances des 6 et 13 Jul- 
liet 1945). 


ALLERGY TO FOODS 


QUESTION: A 13 year old boy has an allergic at- 
tack every time he eats bread, and tests show allergy 
to wheat, corn and rye. The tests also show reaction 
to most of the common pollens, milk, orange and 
oats. Is there any way to desensitize him easily? Do 
you recommend use of the antihistamines? Should 
he be fed increasing amounts? 

M.D.—Oregon 


ANSWER: The proper way to handle a 13 year 
old boy is hyposensitization with the extracts of the 
pollens to which he is sensitive and the complete 
elimination of all the foods to which he is sensitive. 
Practically all pollen-sensitive people are sensitive 
to house dust. Therefore, it is very important to 
be sure of this factor. There is no way to desensi- 
tize him easily. (Desensitization is not a good term. 
The correct term is hyposensitization.) Antihis- 
taminic drugs are indicated. Feeding increasing 
amounts of the food to which he is sensitive is a 
very slow and tedious process and usually is of no 
avail. My advice is hyposensitization until the pa- 
tient’s symptoms are under control, then the return 
of one food at a time. If symptoms recur, this food 
should be stopped and the next one tried. 
HARRY L. ROGERS 
(Continued on page A-28) 
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HIGHER Salicylate Levels 


From Lower Dosage 


and so much 
BETTER TOLERATED 


Combining acetylsalicylic acid, para-aminobenzoic acid (PABA), and ascor- 
bic acid, Pabirin leads to prolonged salicylate blood levels of 35 mg. per 
100 cc. and more from smaller quantities of salicylate than would re- 
quired if the PABA were not concurrently given. The combination of these 
two drugs reduces urinary salicylate output and thereby maintains higher 
blood concentrations. Furthermore, PABA, a nontoxic substance, appears 
to exert a beneficial effect of its own in rheumatic fever. 

The presence of ascorbic acid in Pabirin is beneficial in counteracting the 
loss of this vitamin, usually encountered in salicylate therapy in arthritis, 
thus aiding in maintaining a more normal ascorbic acid blood level. 
WIDELY INDICATED—Pabirin produces outstanding results in acute rheumatic 
fever; it is also dependably effective for the relief from pain in rheumatoid 
arthritis, osteoarthritis, gout, and fibrositis. 

Since Pabirin is sodium-free, it is especially suited for use with patients 
on sodium-restricted diets or for concurrent administration with ACTH 
or cortisone to lower the dosage required of these substances. 


SMITH-DORSEY, Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Each Pabirin capsule contains: 
Para-aminobenzoic Acid... .3% gr. 
Dae 3% er. 
10 mg. 
Also available as Pabirin with Codeine, 
each capsule containing % gr. of codeine 


phosphate in addition to the above. 


SODIUM-FREE 


A Dorsey PREPARATION 
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Consultation Service 


RELATIONSHIP BETWEEN ADRENAL 
GLANDS AND CANCER 


QUESTION: Since the use of estrogen for cancer of 
the prostate and testosterone for mammary cancer, 
we get reports of a relationship between the ad- 
renals and cancer. Huggins of Chicago has removed 
both adrenals from patients with presumably fatal 
cancer and reports great improvement in half the 
cases, the patients being kept alive with cortisone 
and other adrenal hormones. Just what do we 
know of the relationship between the glands and 
cancer? 

M.D.—Illinois 


ANSWER: Although the last sentence of the in- 
quiry fails to specify adrenal gland, it must be as- 
sumed that the inquirer meant to do so. Actually 
work has been done which suggests (1) that ad- 
renal cancer can be made to develop by removal of 
the testes or by the administration of estrogenic 
hormones (Woolley: Cancer Research 5:506-509 
[September] 1945), and (2) that some gastro- 
intestinal cancers are associated with metabolic de- 
fects which can be corrected by the administration 
of adrenal cortical extract (a series of papers by 
Ariel, Abels, Homburger, Rhoads, et al.). 

Finally, the work of Dobriner should be men- 
tioned, inasmuch as he has constantly found in the 
urine a steroid metabolite of adrenal origin in 
patients with a variety of types of cancer (Rhoads, 
C. P., Dobriner, K., Gordon, E., Fieser, L. F. and 
Lieberman, S.: Metabolic studies on the urinary 
excretion of sterols in normals, in patients with 
adrenal hyperplasia, and in cancer patients. Tr. A. 
Am. Physicians 57:203, 1942). 

J. B. TRUNNELL 


PURGING EFFECT OF CALCIUM 
GLUCONATE 


QUESTION: Oral calcium gluconate often seems to 
give a purging effect instead of being absorbed as 
intended. Is there a form of calcium gluconate 
which may be taken orally without this purging 
effect? Have you a suggestion for coping with this 
problem? 

M.D.—Tennessee 


ANSWER: A purging effect from orally admin- 
istered calcium gluconate must be most unusual, 
as it has not been observed by me in 25 years of 
practice and is unknown to a professor of pharma- 
cology who was consulted. It would appear that 
the simplest way of meeting this problem would 
be to change to another salt of calcium, such as 
dicalcium phosphate or calcium lactate. 
DWIGHT L. WILBUR 


EFFECTS OF ERGOTAMINE TARTRATE 


QUESTION: A patient with migraine, a young wom- 
an 24 years old, is relieved by ergotamine tartrate, 
but I have heard that persistent use of this drug is 
injurious and that large doses may bring on dis- 
turbances of circulation. What is recommended for 
routine use in such cases? 

M.D.—New Jersey 


ANSWER: Ergot is a powerful vasoconstrictor 
drug and a few instances of poisoning with begin- 
ning gangrene of the tips of the extremities have 
been reported from its use in intensive treatment of 
migraine. There is little to fear from persistent 
use of the drug in moderate quantities. Since ergot- 
amine tartrate has little effect after the headache 
has established itself, it is recommended that a dose 
of 0.5 mg. be taken at the onset of the prodrome 
and a second dose within an hour, but that, there- 
after, reliance be placed on other methods such as 
rest, darkness, sedatives and analgesics and, in the 
most severe cases, an injection of 1 cc. of 1 per cent 
procaine hydrochloride into the tissues around the 
temporal, supraorbital or occipital artery or even 
all three. 
WALTER FREEMAN 


TREATMENT OF HERPES 
PROGENITALIS 


QUESTION: Could you give me some information 
on the treatment of herpes progenitalis? The pa- 
tient has been treated for the past nine months for 
this condition. Various lotions and solutions such 
as Dobell’s were prescribed at first without success. 
Circumcision was done in the hope that this would 
help, also without success. 

At present, x-ray treatment is being used and has 
shown fairly good results, but this form of treat- 
ment will have to be stopped, as he has been given 
the limit. 

The patient is 44 years old and otherwise in good 
health. The best results he has had for relief of 
the soreness have been obtained with the use of 
MERCUROCHROME® on the affected part. I would 
appreciate any information you can offer. 

M.D.—New York 


ANSWER: There is no specific treatment for 
herpes progenitalis. Local applications, including 
fractional x-ray, are only palliative. The much- 
heralded antibiotics given orally have proved of lit- 
tle value in this condition. The best therapy for 
herpes progenitalis is weekly vaccination with 
smallpox virus. This is at least temporarily effective 
in 50 per cent of the cases. 
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For this critical 
ligation 
“timed-absorption” 
surgical gut 
sutures 

will not digest 


7 ay In ligating the cystic duct, the skill of the . 
surgeon must be supported by a dependable . 
ligature which will not digest prematurely. x 
By an exclusive improved process, D & G a 


“timed-absorption” surgical gut is accurately ba 
tanned in graded degrees from the outer sur- - 
face inward to assure a logical digestion rate. e 

Maximum resistance to digestion is assured re 


during the critical first 4 days when there is 
least fibrosis. As fibrosis develops and the 
need for artificial support lessens, the rate of dq 
timed-absorption increases. 


90 hours vs. 30 hours 


Comparison of D & G “timed-absorption” medium chromic as 
surgical gut suture, size O, with non timed-absorption medium 7 

chromic surgical gut suture, size O. Weights are suspended from fa, 


each in trypsin solution. The weight is held suspended by 
“timed-absorption” surgical gut up to go hours. The non timed- 
absorption chromic surgical gut suture has begun to digest and 
breaks under the strain of the weight by 30 hours. (In human ; 
tissue all chromic sutures are digested more slowly, but the 
ratio between the two types remains the same.) ' 


D & G surgical gut sutures have a special 
matte finish so that knots hold securely. 


Davis & Geck non timed - absorption 7D) 
‘timed - absorption chromic sutures & CL “fe 72C. 
A UNIT OF amerscan Cyanamid COMPANY 


57 Willoughby t<J@Oy Brooklyn 1, N. Y. 
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from POSTGRADUATE MEDICINE'’S 


LONDON 


Medicine and the general election—The 
general election in October produced an over-all 
majority of 17 for the Conservatives, led by Mr. 
Winston Churchill, and so ended the six year rule 
of the Socialist party in Britain since the end of 
World War II. 

Many people at home and abroad thought that 
this would mean the abolition of nationalization 
of mines, transportation, and so on, and the end 
of socialized medicine. But they forgot that the 
Conservatives are politicians as well as are the 
Socialists, and so had promised that they would 
not interfere with the nationalization of coal 
mines. The Conservatives also are finding the 
de-nationalization of the steel industry, which 
they had promised, more difficult than they had 
expected. 

As for the National Health Service, the Con- 
servatives are as deeply committed to it as were 
the Socialists. Whenever it is discussed, in Parlia- 
ment or out, they are more concerned with point- 
ing out that they had thought of it first (it had 
been promised during World War II by Mr. 
Churchill’s Coalition Government). So the doc- 
tors have little to look for from Mr. Churchill’s 
new Government, except perhaps a little more 
politeness from the new Minister of Health. He is 
Mr. Harry Crookshank, formerly a Guards officer 
and briefly a career diplomat, who went into 
Parliament 22 years ago and gradually has built 
himself a reputation for wit and good humor. He 
served in minor government offices under Mr. 
Churchill during World War II. 

Plastic lens after cataract operation—Dr. 
Harold Ridley, a London ophthalmic surgeon, has 
recently published in The Lancet (January 19, 1952, 
p. 118), a report of a method of using an intra- 
ocular lens after an operation for the removal of a 
cataract. 

Designing the artificial lens was more difficult 


than might appear at first glance. It is made from 
solid transpex, 1 mm. less in diameter than the 
natural one, or 8.35 mm. in diameter, 2.40 mm. in 
thickness, radius of the anterior curve, 17.8 mm. 
and of the posterior curve, 10.7 mm., and with a 
refractive power in the aqueous fluid of 24°OD. A 
peripheral groove is cut in both sides of the lens 
before it is polished so that it may be grasped in 
forceps. It is, therefore, not an exact copy of the 
human lens and its refractive surfaces cannot oc- 
cupy the same positions, but the compound system 
produced by this and the ocular media do closely 
reproduce the normal, judged by the refraction of 
the other eye. 

The plastic lens may be inserted immediately 
after the extraction of the cataract or at a second 
operation some time later, the former usually being 
recommended. 

At the time of his report, Dr. Ridley had used 
the artificial lenses in 25 patients; results in the 
first 2 were unsatisfactory, for the experimental 
lenses were made as nearly as possible an exact 
copy of the human lens, and proved in practice 
to be too strong. Of the remaining 23, all but 
1—an old man whose wound did not heal prop- 
erly—had satisfactory results. In one instance, two 
years have elapsed since the artificial lens was 
introduced. 


PARIS, FRANCE 


Current concepts of the treatment of leg 
ulcers of venous origin—Treatment of leg ul- 
cers caused by chronic venous deficiencies, exces- 
sive hydrostatic pressure and stasis, has greatly 
benefited by new surgical procedures which make 
it possible to correct the cause of the disorder. 

1. Conventional therapy—This therapy continues 
in favor among specialists because it is effective in 
many patients and therefore merits extensive and 
(Continued on page A-36) 
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Antihistamine E 
pe Daytime Alertness 


Effectiveness Established by Clinical Experience 


An impressive series of independently conducted studies 
has demonstrated the effectiveness of Neohetramine 

in providing relief for the allergic patient. 

(Ann. Allergy 6:305, 1948; 7:770, 1949; J. Allergy 19:215, 1948; 
J. Lab. and Clin. Med. 33:865, 1948; J. Ped. 34:414, 1949.) 


Exceptionally High Freedom from Sedation 
“Drowsiness ... occurred rarely (1.8% of cases), and 
was least pronounced with Neohetramine.” 

(Ann. Allergy 7:770, 1949.) 
“Side effects were rare...” (Ann. Allergy 6:305, 1948.) 


“It was found particularly useful in patients unable 
to tolerate other antihistaminic drugs.” 
(J. Lab. & Clin. Med. 33:865, 1948.) 


Neohetramine 


HYDROCHLORIDE 
Brand of Thonzylamine Hydrochloride 

N, N-dimethyl-N’-p-methoxybenzyl-N’ (2-pyrimidy]) 
Syrup—6.25 mg. per cc. in bottles of 1 pint. 
Tablets—25, 50, and 100 mg. in bottles of 

100 and 1000. 


Cream 2% —in water miscible base in collap- 
sible tubes of 1 oz. 


NEPERA CHEMICAL CO., INC. 


Pharmaceutical Manufacturers 
YONKERS, N. Y. 
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Reports from Abroad 


adequate application. It is effective in combating 
local infection, dermatitis, the lack of tonus which 
is characteristic of ulceration, capillaritis (especially 
emphasized by Professor Gougerot of Paris) and 
the deeper subcutaneous lesions. The therapy in- 
cludes the application of dermatologic, antiseptic 
and various kinds of topical remedies, in addition 
to one or all of the following: use of metal plaques, 
attempt at revitalization by means of a walling-off 
process, direct application of adhesive tape accord- 
ing to the method of Gilje, general treatment with 
vasodilators, with vitamins C and P, with hor- 
mones, and recourse to intra-arterial injection, 
physical therapy, diathermy and leg elevation. This 
efficient therapy requires constant application, for 
ulceration will recur if it is terminated. 

2. Skin grafting after extirpation of the ulcer— 
Such grafts give good results, although the belief is 
growing that this treatment is out of place unless 
preceded by venous resection. It is therefore par- 
ticularly applicable to cases of persistent and ex- 
tensive ulceration, with epidermal fragility and a 
poor ulcer bed. 

3. Treatment of chronic venous insufficiency— 
Here the object is the suppression of the superficial 
varices and the interruption, or break-up, of the 
deep blood column whenever the deep contributory 
veins are defective because of valvular insufficiency 
or permeability of the walls as a consequence of 
thrombosis. Recourse to retrograde radiography is 
essential here. Suppression of the superficial varices 
is accomplished either by surgery alone or in com- 
bination with sclerosing solutions. The essential 
step is blockage of the saphenous junction, ligation 
of the venous branches which enter there and of 
the principal perforating veins demarcated on the 
thigh and leg, especially the veins of the ulcer bed. 
The majority of surgeons do not resort to vein 
stripping or to massive doses of sclerosants during 
the operation. 

Deep venous surgery is not common. Extensive 
phlebectomy of the superficial femoral vein is in- 
dicated, however, when the deep veins are obstruct- 
ed, as shown by phlebography. In case of vascular 
permeability of the femoropopliteal vein, a search 
must be made for valvular insufficiency which, if 
present, appears as a reflux on a retrograde film. 
If the whole femoropopliteal vein is affected, it will 
be necessary to section the popliteal vein while 
venous control is being maintained during the 
surgical procedure (Bauer technic). Finally, re- 
course to sympathectomy as supplementary therapy 
is of value only in cases of the simultaneous exist- 
ence of arteritis. 


AMSTERDAM 


ACTH in treatment of postvaccinal en- 
cephalitis—in a recent issue of the Nederlandsch 
tijdschrift voor geneeskunde (95:3490 [November 
24] 1951), Dr. J. A. Th. Ligterink describes the 
treatment with ACTH of 2 cases of postvaccinal 
encephalitis. He decided to try the treatment after 
a child with measles encephalitis recovered after 
this therapy. However, he points out that in simi- 
lar cases spontaneous recovery often is observed. 
The 2 patients with postvaccinal encephalitis had 
been vaccinated during a minor smallpox epidemic, 
which had taken place in southern Holland dur- 
ing the summer. 

The first patient, 21 years old, was vaccinated 
for the first time. After 10 days he developed a 
high temperature, headache and vomiting and was 
unable to lift his left leg. Neurologically there 
were a positive Kernig’s sign, stiff neck, reduced 
tendon reflexes and diminished sensitivity of the 
left leg. The Babinski sign was negative. Normal 
fundus oculi. Spinal fluid: cell count 4/3, no micro- 
organisms were present. ACTH was administered 
as follows: first day 100 mg., second day 80 mg., 
third, fourth and fifth days 60 mg. Fever and 
paralysis disappeared after the first day. After five 
days ACTH was stopped because of improvement 
in general condition. A simultaneous throat infec- 
tion was treated with penicillin. There were no 
residual complications. 

The second patient, aged 60 years, previously 
had been vaccinated for the last time when 2 years 
old. Nine days after his revaccination the follow- 
ing symptoms were observed: vomiting, headache, 
insomnia, diplopia, pain in back and neck, and 
fever. He fell into a subcomatose condition, his 
answers were confused and he resisted an attempt 
to examine him. Neurologic examination showed 
increased tendon reflexes, a slightly stiff neck, 
positive Kernig’s sign and pain in the spine. Nega- 
tive Babinski sign; fundus oculi normal. Spinal 
fluid: increased pressure, hemorrhagic, no micro- 
organisms present. Within 12 hours of onset of 
symptoms, ACTH was administered; first, two in- 
jections of 25 mg. each; thereafter, 20 mg. every 
five hours. After 24 hours, 15 mg. every five hours 
and after two days, 10 mg. per dose. Speedy re- 
covery was noticed. Twenty-four hours after the 
injections were started, the patient was again men- 
tally normal. The neurologic and meningeal mani- 
festations had disappeared. Three days later tachy- 
cardia and a slight precordial pain developed which 


(Continued on page A-38) 
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Effectively Achieves 


MAJOR 
OBJECTIVES... 


1. CURBS APPETITE 


2. PREVENTS CONSTIPATION 
3. DECREASES GASTRIC 


MOTILITY 


4. PROLONGS EMPTYING 
TIME OF STOMACH 


“A combination of monobasic ampheta- 
mine phosphate containing a ratio of 1:3 
of levo to dextro amphetamine (as found 
in Biphetacel), is more effective in curb- 
ing appetite and causing weight loss than 
the same amount of amphetamine con- 
tained in the racemic form where the 
ratio is 1:1 I/d. There is a relative freedom 
from side reactions in the patients with 
the 1:3 I/d combination... ”* 


Biphetacel, because of its unusual anorexic 
activity and relative freedom from side re- 
actions due to the 1:3 ratio 
of I/d forms of ampheta- 
mine phosphate mono- 
basic, gives maximum sup- 
pression in curbing of 
appetite in both vagotonic 
or “sluggish”’and sympath- 
icotonic or “high strung” 
patients, stops hunger 
pains, and helps to prevent 
constipation which fre- 
quently follows restricted 
caloric intake. 


Each Biphetacel tablet contains the preferred 
1:3 I/d ratio as provided by Racemic Amph- 
etamine Phosphate Monobasic 5 mg. and 
Dextro Amphetamine Phosphate Monobasic 
5 mg.; Metropine® (methyl atropine nitrate, 
Strasenburgh) 1 mg., Sodium Carboxy- 
methylcellulose 200 mg. 


Dosage: 1 tablet Y2 hour before meals, three 
times daily, for the vagotonic type. Increase 
this dose, if necessary, to achieve the de- 
sired clinical result. Y2 tablet ¥2 hour before 
meals, three times daily, for one week for 
the sympathicotonic type. If no signs of in- 
tolerance develop, increase this to 1 tablet. 
— in bottles of 100 and 1000 scored 
ets. 


Literature and supply for initiating treat- 
ment available on request. 


*Freed, S. C. and Mizel, M.—in press 


R. J. STRASENBURGH CO. 
Rochester, N. Y., U.S.A. 
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disappeared rapidly when he was fed a diet con- 
taining a high percentage of potassium. After the 
third day there was glycosuria (up to 1.5 per 
cent). After the sixth day the administration of 
ACTH was stopped, because of the general im- 
provement in his condition. There were no residual 
neurologic complications. 

The author is careful in his conclusions: Whether 
ACTH will indeed prove to have a favorable 
effect on postvaccinal encephalitis can be ascer- 
tained only when a larger number of patients have 
been treated. 


A case of tuberculous otitis media follow- 
ing oral administration of BCG.—Under this 
heading E. Hammelburg described a 3 month old 
baby who had had otitis media sinistra for a month 
(Nederl. tijdschr. v. geneesk. 95:3498 [ November 
24] 1951). The otitis had started without fever or 
pain; the discharge consisted of thin pus. On the 
whole, the child appeared healthy. The auditory 
duct contained a polyp which, when excised and 
histologically examined, showed a_ tuberculous 
structure. Inquiry disclosed that the child had been 
given BCG. orally during the first week of life. 
Physical and roentgenologic examinations were 
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normal. The sedimentation rate was 26 mm. in 
one hour. No tubercle bacilli could be cultivated 
from the pus. Guinea pig inoculation was nega- 
tive. Tuberculin reactions (human and _ bovine) 
were positive. 

It is known that tuberculosis of the ear may de- 
velop as a result of tubercle bacilli entering the 
ear from the mouth via the eustachian tubes. This 
child, however, had not drunk unboiled milk, nor 
could an infectious contact be found. It is there- 
fore assumed that BCG. is the most likely cause. 

As otitis media is fairly common in children, 
with swelling of the cervical lymph nodes after 
administration of BCG., the author thinks it prob- 
able that tuberculous otitis media occurs more often 
after administration of BCG. than is generally 
thought. These inflammations of the ear, as well 
as other toxic reactions to BCG. (for example, 
swelling of the lymph nodes), usually heal spon- 
taneously and, because of the secondary infection 
which often occurs simultaneously, it is difficult 
to find the bacilli. Therefore it seems probable 
that these inflammations of the ear usually are 
diagnosed as nonspecific. In this case a tuberculous 
infection was surmised because of the histologic 
structure of the excised polyp. 


Hypoglossals 


Sublingual, Buccal, Oral Tablets 
10 mg. and 25 mg. 


Descriptive Literature Available 


W. Caenvich Co. 


Newark 1, New Jersey 
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Androdiol 


brand of diolostene (methylandrostenediol) 


New tissue-building steroid 
providing protein-anabolic 
action of androgens 

with minimal virilization 


For all patients: men, women, children 


Exerts a unique and dramatic action in effect- 
ing weight gain and sense of well-being in 
patients whose diets are nutritionally correct 
... cases which have not responded to dietary 
or other specific therapy. DMs-16 
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more 
than 
specific 
therapy... 


may be needed to accelerate recovery 
in the common anemias. 


{ 


In treating microcytic hypochromic anemia, particularly in the patient 
of reproductive age or when blood loss of any type is a 
conditioning factor, you will want to prescribe not only iron but also 
all the elements known to be essential for the develop- 
ment and maturation of red blood cells. ‘“‘Bemotinic” 
provides all these factors. 


Each capsule contains: Ferrous sulfate exsic. (3 gr.)........ 200.0 mg. 


Vitamin By». U.S.P. (erystalline) ..... 10.0 meg. 


Gastric mucosa (dried). ......... - 100.0 mg. 
Desiccated liver substance, N.F. ..... 100.0 mg. 


Vitamin C (ascorbic acid) ......... 50.0 mg. 


In macrocytic hyperchromic anemias, the elements contained 

in “Bemotinic’’ will provide additional support to specific therapy, 
or may be used for maintenance once remission has been 
achieved. In many pernicious anemia patients there is need 


for iron because of a co-existent iron deficiency. 


Suggested Dosage: One or two capsules (preferably 
taken after meals) three times daily, or as indicated. 


No. 340— Supplied in bottles of 100 and 1,000 


"‘Bemotinic’ 


CAPSULES 


for just the right shade of red 


Ayerst, McKenna & Harrison Limited 
New York, N.Y. + Montreal, Canada 
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& CLINICAL SONNETS - - - 


$2.50. 


Most insects can be neatly classified 
According to a system, pinned and dried 

For purposes of study and reflection; 

For them the chase, the lifted net, then capture, 
But Adam's children plead for skilled dissection, 
They contemplate analysis with rapture— 

.Ind masculine in tweed or swathed in sable 
Wait eagerly their apt and proper label! 


The Medical Bookman 


By Merrill Moore, M.D. 72 pages. 1951, Twayne Publishers, Inc., New York. 


RIPOSTE 


& SURGICAL PRACTICE OF THE LAHEY CLINIC - - - 


Upon the couch the shy and cynical 
Pour out their hearts—no shame nor hope delete. 
Meanwhile, remote upon his pinnacle, 

The analyst strains bitter from the sweet; 

And then, to make his record more complete, 
Embalms their oddities in sonnets clinical! 


L. Cc. D. 


By members of the staff of Lahey Clinic, Boston. 1,014 pages, with 784 illus- 
trations on 509 figures. 1951, W. B. Saunders Company, Philadelphia & 


London. $15.00. 


Management of the surgical patient in one of the 
foremost surgical clinics in America is presented in 
this new book. Dr. Lahey and his staff describe 
various procedures which have been refined through 
experience and now represent the “standard” meth- 
ods in their clinic. Although there may be several 
accepted methods for treating a certain lesion, only 
one is given. In most instances, a detailed follow-up 
for evaluation of the procedure is made and pre- 
sented at the end of each section. Reference is made 
to other procedures and their reported results are 
used for comparison. 

The book is not intended for the medical student 
nor for one learning principles of surgery for the 
first time, other than to supplement the standard 
textbook, since detailed fundamental principles and 
academic pros and cons are omitted. The general 
practitioner will find this book most welcome, be- 
cause the material is offered on the postgraduate 
level and includes preoperative, operative and post- 
operative management of the patient. 

Major subdivisions of the book are: thyroid and 
neck; esophagus, lungs and heart; stomach and 
duodenum; small intestine, colon, sigmoid and rec- 
tum; biliary tract; spleen, adrenal gland and pan- 
creas; breast; pelvis; bones and joints; brain, spinal 
cord and nerves; anesthesia; and miscellaneous sub- 


jects. Each major division is further subdivided 
into a number of subchapters which are written by 
different authors; for example, the section on small 
intestine, colon, sigmoid and rectum has 11 sub- 
divisions. 

The amount of space used to discuss the differ- 
ent problems of surgery seems to stem from the 
volume of clinical cases seen at the clinic. Disserta- 
tions on thyroid, gallbladder and stomach are par- 
ticularly detailed and long, whereas the section on 
cardiac surgery is brief. In keeping with the aim of 
presenting the complete management of the patient, 
the section on anesthesia begins by describing the 
preoperative preparation and premedication of the 
patient and is followed by chapters on technic of 
endotracheal anesthesia, spinal anesthesia and com- 
plications. In addition, each chapter in the book 
contains a paragraph or two with regard to choice 
of anesthesia for the different procedures. 

Emphasis is placed on certain procedures which 
have been evolved because of the special interest 
of some members of the clinic staff. Of particular 
interest is the chapter on total gastrectomy for early 
carcinoma of the stomach. From 1927 to 1943, 75 
patients had total gastric resections, and the post- 
operative mortality rate was 36.4 per cent. From 
(Continued on page A-52) 
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Recognition that abnormal hunger has 
both a physiological and psychological 
basis leads to more efficient medication 
for the successful restraint of 
overeating (“the one consistent and 
‘demonstrable finding in obesity”). 


'N _acts in both ways to help 


patients succeed. 


Physiological restraint of abnormal hunger— 
by the non-nutritive bulk of hydrophilic 
methylcellulose (500 mg. per tablet). 
Psychological aid in combatting the 
depression and anxiety that lead to 
compulsive overeating—by the miood- 
elevating action of d-amphetamine 
phosphate (2.5 mg. per tablet). 


Average Dosage: Two tablets with 
water three times daily, one-half 
hour before meals. 
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1944 to March 1950, there were 64 total gastrec- 
tomies with a mortality rate of 9.4 per cent. Dr. 
Lahey feels that the time has come when we should 
consider the role of total gastric resection for early 
gastric carcinomas as well as for extensive or high 
lesions. 

A critical analysis is made of the duration of 
symptoms in cases of gastric cancer and the causes 


& INHALATION ANESTHESIA; A Fundamental Guide - - - 


Bookman 


for delay in surgery, as well as of the laboratory 
findings. The technic for total gastrectomy and an 
analysis of 127 cases of total gastrectomy are 
presented in detail. 

Each chapter is followed by a bibliography and 
this makes the book an excellent up-to-date refer 
ence source. 


Y. S. 


By Arthur E. Guedel, M.D., Associate Clinical Professor of Surgery (Emeri- 
tus), University of Southern California School of Medicine, Los Angeles. Ed. 


Following the same general 
pattern as the first edition, this 
second edition of Dr. Guedel’s 
book maintains its character 
as a fundamental guide. Al- 
though there is some addition- 
al material, including case re- 
ports, it is kept to a minimum, 
so that the book is still a small 
and concise presentation. 

As far as basic principles of 
inhalation anesthesia are con- 
cerned, the text represents the 


& ANNUAL REPORT ON STRESS - - - 


2. 143 pages. 1951, The Macmillan Company, New York. $3.75. 


By Hans Selye, M.D., Ph.D. (Prague), D.Sc. (McGill), F.R.S. (Canada), 


most concise presentation that is available today. 
It is unfortunate, however, that Dr. Guedel did 
not see the necessity for trying to correlate the 
newer anesthetic agents, as the intravenous bar- 
biturates, curare and curare-like drugs, in their 
modification of the classic signs of anesthesia. With 
the increased number of anesthetic agents and 
technics that are being used at present, a consider- 
able number of the basic signs are modified and 
such an acute observer and teacher as Dr. Guedel 
could, in all probability, organize and present this 
aspect of anesthesia, which is so perplexing to the 
student. 


I. G. 


Professor and Director of the Institut de Médecine et de Chirurgie expéri- 
mentales, Université de Montréal, Canada. 511 pages, illustrated. 1951, Acta, 


Inc., Montreal. $10.00. 


The “First Annual Report on Stress—1951,” by 
Hans Selye, is more than a niere rebuttal to criti- 
cisms of his Theory of Adaptation. There is little 
change in the theory since the 1950 edition of 
“Stress.” The fundamental concept, namely, that 
an alteration of adaptive mechanisms may progress 
to produce many diseases of unknown cause, re- 
mains neither established nor disproved. A large 
part of the volume is an annotated bibliography of 
pertinent reports, many of them stimulated by 
Selye’s provocative hypothesis. This section dem- 
onstrates his well known thoroughness and libra- 
rianship. He has abstracted and reported—in his 
inimitable style—an enormous literature and has 
exhibited admirable self restraint in evaluating the 
work of critics who would dismember his brain 
child. 

Those who have watched the theory unfold and 
develop will note Selye’s flexibility in altering his 
earlier concepts of the pathways of adaptation to 


include the extraordinary actions of cortisone and 
corticotropin, now diametrically opposite to their 
roles in the original theory. He accomplishes this 
difficult feat by attributing to the desoxycorticos- 
terone-like steroids (in his nomenclature “miner- 
alo-corticoids” or “MC”) all the adverse effects 
previously blamed on corticotropin and adrenal 
steroids in general. He further assumes that corti- 
sone-like steroids (“gluco-corticoids” or “GC”) are 
antagonistic to the MC’s. Since he specifies that 
he is speaking of long-term reactions, under which 
conditions desoxycorticosterone has been repeatedly 
shown to have “gluco-corticoid” activity, his pro- 
posed mechanism seems to be inconsistent. This 
observation may be of particular importance in 
view of the well documented catabolic effects of 
stress. (Cortisone and corticotropin are catabolic 
agents.) The additional fact that the catabolic 
response to stress may proceed in the absence of the 
(Continued on page A-54) 
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adrenals requires the participation of other mech- 
anisms still to be elucidated. 

Professor Selye is to be congratulated for abstain- 
ing from the addition of further neologisms to his 
already complicated terminology. He concedes that 
his habit of coining new words “must be irritating 
to some.” More annoying to the scientific mind is 
his appeal to emotions in matters which should 
be settled objectively and philosophically, witness 
the distressing frontispiece of his book. 


The volume is well bound, set in clear type, 
printed on good paper, and contains a wealth of 
reference material and a minimum of typographic 
errors, these last mainly in the spelling of authors’ 
names and once “CM” for “GM.” The book will 
be of use to all who are interested in concepts of 
stress and the metabolic aberrations of disease. It 
provides the most complete and up-to-date bibli- 
ographic service currently available on this subject. 

G. 


& AN ATLAS OF NORMAL RADIOGRAPHIC ANATOMY - - - 


By Isadore Meschan, M.A., M.D., Professor and Head of the Department of 
Radiology, University of Arkansas School of Medicine. With the assistance of 
R. M. F. Farrer-Meschan, M.B., B.S. (Melbourne, Australia). 593 pages, with 
1,044 illustrations on 362 figures. 1951, W. B. Saunders Company, Philadel- 


phia & London. $15.00. 


Knowledge of the anatomy 
and normal variations of bodi- 
ly structures is an essential 
feature in interpretation of 
pathologic changes which may 
exist in diseased organs. For 
many years the monumental 
work of Kohler on normal 
radiographic and anatomic 
variations has been the mile- 
stone in directing the radiolo- 
gist to understand the marked 
diversities that exist in normals, so that the inex- 
perienced radiologist will not call these variations 
evidence of disease. In more recent years many 
departments of anatomy have adopted the roentgen 
method of teaching anatomy to students. In order 
for students to understand the demonstrations it is, 
of course, necessary for them to understand how 
the part is projected and how the normal films can 
be interpreted. Certainly there is no better way of 
demonstrating anatomy in the living subject than 
by radiographs and fluoroscopy. 

Dr. Meschan has therefore made an important 
contribution with the text wherein he describes and 
compares the anatomy as visualized grossly with 
the roentgenograms. The various methods of posi- 
tioning to depict these structures are well demon- 


& STUDIO DEI GEMELLI - - - 


strated; the text in this manner functions well as a 
guide for radiographic positioning. 

There is a tremendous wealth of detail in de- 
scribing the anatomy of the skull and of the tem- 
poral bone and sinuses. Pencil sketches associated 
with the radiographs label and illustrate the detail 
that is evident on the film without obliterating the 
shadows on the reproduced film. The radiographic 
study of the brain demonstrating the ventricular 
system and the basilar cisterns is well presented, 
and the representative ventriculograms and en- 
cephalograms are easily interpreted. The diagrams 
demonstrating the anatomy of the cerebral vessels 
which are being studied in cerebral angiograms are 
complete; however, the representative angiographic 
films are not as well chosen as some of the other 
material. Another section worthy of note contains 
the line drawings demonstrating the anatomy of 
the various chambers of the heart that can be vis- 
ualized through angiocardiography. 

The anatomy of the veins and arteries of the 
extremities is described, and this is, of course, an 
important contribution as these structures are now 
visualized by roentgen examination through the 
injection of contrast material. Excellent aortograms 
used in diagnosis of intra-abdominal vascular dis- 
ease are well presented. 

J. F. 


By Luigi Gedda. 1,381 pages. Rome, Edizioni Orizzonte Medico, 1951. 


This work on twins and twinning is monumen- 
tal in several respects. It is cosmopolitan in its 
comprehensiveness; it forms a systematic introduc- 
tion to a subscience; it is handsomely illustrated 


with over 500 figures including extraordinary full 

page colored photoengravings. There are 15 chap- 

ters, an elaborate index and a meticulous bibli- 
(Continued on page A-56) 
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To meet the varying needs of 
edematous patients, progressive 
therapy usually dictates a judicious 
blending of diuretics for optimal 
long-term results. 
Calpurate lends itself admirably to 
such a regimen. It is the chemical 
compound—theobromine calcium gluconate— 
distinguished for its moderate diuretic action 
and minimal toxicity. It is remarkably free 
from gastro-intestinal and other side-effects, 
and does not contain the sodium ion. 
Calpurate is also helpful in other cardiac conditions 
because it stimulates cardiac output. Calpurate 
with Phenobarbital is useful in relieving anxiety 
and tension, as in cases of hypertension. 
Calpurate, supplied as Tablets (500 mg.) and 
Powder; Calpurate with Phenobarbital 
(16 mg.), as Tablets. 


MALTBIE LABORATORIES, INC. 
NEWARK 1, N. J. 


mercurials...where mereury 
et ‘is contraindicated. or sensitivity to its 
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Normal exchange of fluids in tissues 
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Jiuretics in edema 
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indieated: When edema is mild a 
and renal function adequate... 
Edema from increased venous.pressure 
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ography of 242 pages; total weight, 10 pounds. 
The scope is encyclopedic and the volume will 
serve not only as a reference work but also as a 
guide to investigating methods. The emphasis is on 
twins as methodologic tools rather than as targets 
of research. 

The author, Luigi Gedda, has himself made im- 
portant original studies of twins. He holds a pro- 
fessional post in Rome (Libero docente in patologia 
speciale medica, Presso l’universita di Roma). 

The introductory chapters deal with the status 
of twins in mythology, art and scientific literature. 
A special chapter is devoted to twinning phenom- 
ena in the vegetable and animal world. The inci- 
dence of human multiple births is elaborately 
presented in statistical tables from various coun- 
tries. A richly illustrated chapter of 264 pages deals 
with a wide range of abnormalities in twins. This 
chapter has special medical interest. 

The discussions of the genesis, embryology and 
gynecology of twins stress the primacy of genetic 
factors. A critical recognition of the hereditary 
characteristics of twins is shown to have useful 
clinical applications in the analysis of symptoms. 
Intra-pair comparisons of twins with hereditary dis- 
eases offer opportunities for identifying the influ- 
ence of environmental factors. One twin may serve 
as a comparative control for determining the effect 
of treatment measures on a monozygotic co-twin. 
Dizygotic twins in general show significantly less 
intra-pair correspondence in incidence of defects 


and deviations, such as allergies and strabismus. 

Sections which deal with the classification and 
biology of twins report numerous anatomic, physi- 
ologic and psychologic data. Dr. Gedda summarizes 
his studies of the glutathione system begun some to 
years ago. On the basis of quantitative determina- 
tions, he found identical values (to the second 
decimal point) in monozygotic and dizygotic 
twins, and considers this correspondence a charac- 
teristic phenomenon of twinship. He enters into 
technical discussions of absolute, simple, transitory, 
permanent, iso- and aniso-“glutathionemia.” 

Concluding sections deal extensively and inter- 
pretively with the individual psychology and the 
psychopathology of twins, and finally with the 
methodology of twin study. This final chapter and 
the work as a whole will help to raise twin study 
to the stature of a subscience. The method of 
co-twin control has many unrealized medical ap- 
plications in clinical anthropology, physiology, 
psychology and therapeutics. 

As further earnest of these scientific potentials, 
Professor Gedda is this year establishing a journal 
entitled Acta Gemellologica, devoted entirely to 
the study of twinning and to the methodologies of 
twin research. Meanwhile his impressive book 
proclaims in monumental terms the far-reaching 
biologic and medical significance of a science of 
twins. 

ARNOLD GESELL, M.D. 
(with assistance of Dr. Maria Alda Bencini) 


& DIAGNOSIS AND TREATMENT OF MENSTRUAL 


DISORDERS AND STERILITY - - - 


By Charles Mazer, M.D., F.A.C.S., Formerly Associate Professor for Gyne- 
cology and Obstetrics, Graduate School of Medicine, University of Pennsyl- 
vania; Attending Gynecologist, St. Agnes Hospital; Consulting Gynecologist, 
Mount Sinai Hospital, Philadelphia, and S. Leon Israel, M.D., F.A.CS., 
Assistant Professor of Gynecology and Obstetrics, Graduate School of Medi- 
cine, University of Pennsylvania; Attending Gynecologist, Mount Sinai Hos- 
pital, Philadelphia. Ed. 3. 583 pages with 137 illustrations. 1951, Paul B. 


Hoeber, Inc., New York. $10.00. 


The appearance of three edi- 
tions of this book in one decade 
reflects not only the constantly 
changing information in this 
field of clinical research but 
also the wide appeal and ac- 
ceptance of the text by students 
and practitioners. 

The third edition has been 
revised to bring it up to date 
with recent developments. Ob- 
solete material has been deleted and new informa- 
tion added in regard to the menstrual toxin theory, 
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newer classification and methods of diagnosis of 
carcinoma of the cervix, the present concept of the 
genesis of the menopausal syndrome, the carcino- 
genic properties of radium, the medical treatment 
of endometriosis and the role of the luteotropic 
hormone in menstruation. 

The text includes discussion not only of the men- 
strual disorders per se but also of the associated 
syndromes that are closely related to the menstrual 
cycle, such as premenstrual tension, menstrual 
migraine, abnormal breast hyperplasia and cyclic 
intermenstrual pain. In discussing the etiology of 

(Continued on page A-58) 
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Proving Clinically 
that Protamide 
is Dramatic in the 
Therapy of.... 


Lehman, Arnold J.; 
Chase, Harold F.; 
Yonkman, F. F.; Uro- 
logie § Cut. Rev. 43: 
378. (Aug.) 1944. 


2, Lehrer, H. W.; Lehrer, 
D. R.; Lehrer, H. G.; 
Ohio State Medical J., 
P. 44 (Jan.) 1951. 


3. Costello, Russell T.; 
Urologic § Cut. Rev. 
51:260 (May) 1947. 


Marsh, W. C.; U. S. 
Armed Forces Med. J. 
1:1045 (Sept.) 1950. 


A card or your prescription 
blank marked **Protamide”™ 
will bring both literature 
and reports. 


The accumulated reports of the last decade from inten- 
sive investigation, give clinical evidence that Protamide 
has resolved the difficult therapeutic problem of herpes 
zoster. 


These reports suggest that Protamide provides more 
than symptomatic relief. For example: Marsh points 
out that vesicles and crusts disappear much more 
rapidly with Protamide therapy than in untreated cases. 


A significant factor in practical application is the 
report that Protamide is superior in the relief of pain 
of herpes zoster to that obtained with other commonly 
used treatments. 


Authoritative sources also establish Protamide as 
non-toxic and safe !*? even over long periods of treat- 
ment (as in tabetic pain 2°? management). Protamide 
has the advantage of comparative freedom of pain on 
administration’. Protamide is stable indefinitely. 
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 THERE’S WELL OVER 


QUARTER CENTURY 


OF EXPERIENCE BEHIND EACH 


The “SANBORN?” electrocardiograph has come a long 
way — from the pioneer days of the early model “string” 
Ecgs, through those of the “amplifier-photographic” types, 
right up to the present-day “direct writer.” 

Many remember how Sanborn’s introduction of its 


“Cardiette” in 1935 virtually revolutionized the taking of 


*cardiograms, and set many new “standards” to be followed. 

And, everyone today is familiar with the leadership es- 
tablished by the direct-writing Viso-Cardiette, and the 
two- and four-channel “Visos” subsequently designed for 
biophysical research. 

This is the kind of experience and reputation that gives 
you the assurance and confidence you like to feel when you 
buy a piece of important equipment, such as an electro- 
cardiograph — such as a Viso-Cardiette! 


Descriptive literature, and information on the 


famous Sanborn 15-day no-obligation Trial 
Plan will be gladly sent on your request. 


SANBORN co. 


CAMBRIDGE 39, MASSACHUSETTS 


Fine diagnostic instruments since 1917 
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amenorrhea, disease syndromes of the pituitary, 
thyroid and adrenal glands are described in some 
detail. The organic and systemic causes of abnor- 
mal uterine bleeding are properly considered before 
the subject of dysfunctional uterine bleeding. 

About a third of the book is devoted to female 
and male sterility. Individual chapters are devoted 
to major etiologic factors. The authors’ critical 
analysis of their own experience with 697 cases of 
primary and secondary sterility reveals the excellent 
results that are to be expected when these unfortu- 
nate couples are adequately studied and treated. 
The male factor in sterility is comprehensively and 
lucidly discussed in a separate chapter by Charles 
W. Charny. 

The text is carefully indexed, well documented, 
and contains a handy table of commercial endocrine 
products for ready reference. 

M. B. S. 


Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


Heart Disease. By Paul Dudley White, M.D., Executive 
Director, National Advisory Heart Council; Consultant to 
the Massachusetts General Hospital, Boston; Recently Clini- 
cal Professor of Medicine, Harvard Medical School, Boston. 
Ed. 4. 1,015 pages, with 168 figures. 1951, The Macmillan 
Company, New York. $12.00. 


The Pathogenesis of Tuberculosis. By Arnold R. 
Rich, M.D., Baxley Professor of Pathology, The Johns Hop- 
kins University School of Medicine; Pathologist-in-Chief, 
The Johns Hopkins Hospital, Baltimore. Ed. 2. 1,028 pages, 
illustrated. 1952, Charles C Thomas, Springfield, Illinois. 
$15.00. 


The United States Public Health Service 1798- 
1950. By Ralph Chester Williams, M.D., Assistant Surgeon 
General, United States Public Health Service, Washington, 
D.C. 890 pages, illustrated. 1951, Commissioned Officers 
Association of the United States Public Health Service, Inc., 
Bethesda, Maryland, $7.50. 


Penicillin Decade 1941-1951; Sensitizations and Toxi- 
cities. By Lawrence Weld Smith, M.D., Medical Director, 
Commercial Solvents Corporation, and Ann Dolan Walker, 
R.N., Former Editor, Trained Nurse and Hospital Review. 
122 pages. 1951, The Arundel Press, Inc., Washington, 
D.C. $2.50. 


Standard Nomenclature of Diseases and Opera- 
tions. Edited by Richard J. Plunkett, M.D., Editor, and 
Adaline C. Hayden, R.R.L., Associate Editor. Published for 
the American Medical Association. Ed. 4. 1,034 pages, with 
4 illustrations. 1952, The Blakiston Company, Philadelphia, 
New York & Toronto. $8.00. 


The Menopause. By Lena Levine, M.D. and Beka 
Doherty. 198 pages. 1952, Random House, New York. 
$2.75. 
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Hypertension; A Manual for Patients with High Blood 
Pressure. By Irvine H. Page, A.B., M.D., Director, Research 
Division, Cleveland Clinic Foundation, Cleveland, Ohio. Re- 
vised sixth printing. 101 pages. 1951, Charles C Thomas, 
Springfield, Illinois. $3.00. 


The 1951 Year Book of Drug Therapy (September 
1950-August 1951). Edited by Harry Beckman, M.D., Direc- 
tor, Departments of Pharmacology, Marquette University 
Schools of Medicine and Dentistry; Consulting Physician, 
Milwaukee County General and Columbia Hospitals, Mil- 
waukee, Wisconsin. 502 pages, illustrated. 1951, The Year 
Book Publishers, Inc., Chicago. $5.00. 


Endocrine Functions of the Pancreas. By Bernard 
Zimmermann, M.D., Department of Surgery, University of 
Minnesota, Minneapolis. 82 pages. 1952, Charles C Thomas, 
Springfield, Illinois. $2.50. 


Urine and the Urinary Sediment. By Richard W. 
Lippman, M.D., Research Associate, Institute for Medical 
Research, Cedars of Lebanon Hospital, Los Angeles. 128 
pages, with 62 illustrations, 56 in color. 1952, Charles C 
Thomas, Springfield, Illinois. $7.50. 


The Prevention of Rheumatic Fever. By Lowell A. 
Rantz, M.D., Associate Professor of Medicine, Stanford 
University School of Medicine, San Francisco. 66 pages. 
1952, Charles C Thomas, Springfield, Illinois. $2.25. 


A Textbook of Clinical Neurology. With an Intro- 
duction to the History of Neurology. By Israel S. Wechs- 
ler, M.D., Clinical Professor of Neurology, Columbia Uni- 
versity, New York; Consulting Neurologist, The Mt. Sinai 
Hospital, Montefiore Hospital and Rockland State Hospital, 
New York. Ed. 7. 801 pages, with 179 figures. 1952, W. B. 
Saunders Company, Philadelphia & London. $9.50. 


Callander’s Surgical Anatomy. By Barry J. Anson, 
M.A., Ph.D. (Med. Sc.), Professor of Anatomy, Northwest- 
ern University Medical School, and Walter G. Maddock, 
M.S., M.D., F.A.C.S., Elcock Professor of Surgery, North- 
western University Medical School, Chicago. Ed. 3. 1,074 
pages, with 929 illustrations. 1952, W. B. Saunders Com- 
pany, Philadelphia & London. $14.00. 


The Auricular Arrhythmias. By Myron Prinzmetal, 
M.D., Cedars of Lebanon Hospital and University of Cali- 
fornia School of Medicine, Los Angeles; Eliot Corday, M.D., 
Cedars of Lebanon Hospital and University of Southern 
California Medical School, Los Angeles; Isidor C. Brill, 
M.D., University of Oregon School of Medicine, Portland; 
Robert W. Oblath, M.D., University of Southern California 
Medical School, Los Angeles; H. E. Kruger, Cedars of 
Lebanon Hospital, Los Angeles; Associate Authors: Joshua 
Fields, M.D., Walter Flieg, M.D., Alfred Goldman, M.D., 
Harold Karpman, S. Rexford Kennamer, M.D., John A. 
Osborne, M.D., Alvin L. Sellers, M.D. and L. Allen Smith, 
M.D. 387 pages, with 514 illustrations on 323 figures, 22 
. color. 1952, Charles C Thomas, Springfield, Illinois. 
16.50. 


_ Calculation of Industrial Disabilities of the Extremi- 

ties. By Carl O. Rice, M.D., M.S., Ph.D., F.A.C.S., Clinical 
Associate Professor of Surgery, University of Minnesota 
Medical School; Surgical Staff, St. Barnabas Hospital, Min- 
neapolis. Drawings by Jean E. Hirsch. 289 pages, with 204 
illustrations on 160 figures. 1952, Charles C Thomas, 
Springfield, Illinois. $10.50. 


Brain Tumors of Childhood. By Henry M. Cuneo, 
M.D., Assistant Clinical Professor of Neurological Surgery, 
University of Southern California School of Medicine, Los 
Angeles, and Carl W. Rand, M.D., Clinical Professor, Neuro- 
logical Surgery, University of Southern California, Los 
Angeles. 222 pages, with 73 illustrations. 1952, Charles C 
Thomas, Springfield, Illinois. $5.75. 


NEW BOOKS 


From Year Book Publishers 


Management of the Newborn 


A New General Practice Manual 
by ARTHUR HAWLEY PARMELEE, M.D. 


Just Ready!—Written for the large group of general 
physicians who treat children, this compact manual is 
an organized portrayal of the clinical methods of man- 
aging the newborn, both normal and abnormal, found 
effective by the distinguished author through many years 
of practice. It is down-to-earth, generously flavored with 
Dr. Parmelee’s personal observations, warnings and rec- 
ommendations.—By Arthur Hawley Parmelee, M.D., 
Clinical Professor of Pediatrics, University of Southern 
California. 352 pages; illustrated. $7.00, postpaid. 


Pathology of the Fetus and Newborn 


A Correlation of Pathology with Clinical 
Manifestations 


by EDITH L. POTTER, M.D. 


Just Published!—The definitive work in its field, highly 
important, tremendously useful, putting into accessible 
reference form a great mass of needed data heretofore 
unobtainable. The principal theme is correlation of 
pathology with clinical manifestations in order to call 
attention to pathologic changes so frequently overlooked 
or not understood.—By Edith L. Potter, M.D., Ph.D., 
Associate Professor of Pathology, University of Chicago. 
592 pages; 921 magnificent illustrations on 601 figures. 
$19.00, postpaid. 


Fluid Balance 


A Clinical, Pocket-size Manual 
by CARL A. MOYER, M.D. 


Just Published!—This handy manual gives the essential 
basic knowledge of the physiologic regulation of the 
body’s fluid in health and during illness, with complete 
data on the clinical application of this knowledge. Here 
is the specific guidance so many doctors have been seek- 
ing, presented by an author especially qualified to do so. 
—By Carl A. Moyer, M.D., Professor of Surgery, Wash- 
ington University, St. Louis. 192 pages; illustrated. $3.75, 
postpaid. 


The Year Book Publishers, Inc. 
260 E. Illinois St. 

Chicago 11, Illinois 

Please send me the following 
books, postpaid, for 10 days’ 
free examination. 
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Johnson & Johnson Announces 


New Professional Package of 


BAND-AID Plastic Strips 


TRADE-MARK 


Won't come loose in water. Won't get soggy. 
Absolutely waterproof. Dirt and grime wash right 
off the smooth, plastic surface. 


Thin, smooth and elastic. Conform to body 


contours and remain smoothly in place despite 
body movements. Fit like a second skin. 


FLESH-COLORED 
Extra-Wide Strips... 1” x 3” 


Grease-resistant. Plastic surface sheds grease 
and oil. 

Stay clean. Plastic surface sheds dirt. 
Flesh-colored. Patients appreciate the natural 
color because it is inconspicuous. 


100% STERILE. 
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New Drugs and Instruments 


Information published in this department has been sup- 
plied by the manufacturers of the products described. 


COFRON ELIXIR WITH VITAMIN 


puRPosE: Improved formula for treatment of secondary 

and nutritional anemias. 

composition: Each fluidounce (2 tablespoonsful) con- 

tains: 

. Ferric ammonium citrate, u.s.P. . 
(representing approximately 200 
mg. elemental iron) 

Copper sulfate, u.s.p. .... 
(representing 2.66 mg. elemen- 
tal copper) 

Vitamin B,, (as concentrate) .... mcg. 

Liver fraction, N.F. 2 gm. (30.8 gr.) 

DOSAGE AND ADMINISTRATION: For adults, 2 tablespoons- 

ful daily followed by half a glass of water, milk or 

fruit juice. Children, in proportion to age. 

How suppLiep: In 12 fluidounce and 1 gallon bottles. 

propucer: Abbott Laboratories, North Chicago, III. 


1.15 gm. (18 gr.) 


10.8 mg. (1/6 gr.) 


MYCIGUENT* OINTMENT 


purpose: Antibiotic preparation for treatment of in- 
fections caused by both gram-positive and gram- 
negative organisms. 

COMPOSITION: Contains 5 mg. of neomycin sulfate per 
gram. Ointment is stable at room temperature for 
at least one year. 

INDICATIONS FOR USE: Treatment of impetigo and im- 
petiginous dermatitis, secondarily infected wounds 
and ulcers and some chronic eczematous dermatoses. 
Also as a dressing for burns. 

DOSAGE AND ADMINISTRATION: Applications are made 
from two to five times daily. In severe or extensive 
infections, local therapy should be supplemented 
with sulfonamides by mouth or penicillin given by 
injection. 

HOW SUPPLIED: One ounce tubes. 

propucer: The Upjohn Co., Kalamazoo, Mich. 

*Trademark. 


AUREOMYCIN SURGICAL POWDER 


purpose: New form of aureomycin for topical applica- 
tion as an adjunct to surgery. 

DESCRIPTION: Designed for use where local antibiotic 
treatment is desired. Indicated for its action against 
organisms commonly causing wound infections. 

COMPOSITION: Consists of 1 gm. Aureomycin Hydro- 
chloride Crystalline in a special base. 

HOW suPPLIED: In 5 gm. vials with a shaker top. 

propucer: Lederle Laboratories Division, American 
Cyanamid Co., New York, N.Y. 


GENERAL UTILITY LAMP 


DESCRIPTION: Tiny, portable fluorescent lamp which 
offers intense, glare-free white light without produc- 
ing heat. Contains two 4-watt fluorescent tubes and 
all components within a 2” by 6” drawn shade. 
The jacknife support bracket, containing three ad- 
justable links, each three inches long, may be re- 
moved for permanent installation to a desk or table. 
Swivel joints provided at each joint and in the head 
and base allow adjustment to any position. Complete 
information available from: 

propucer: Stocker & Yale, Inc., Marbleheasi, Mass. 


DUO-MONE AQUASUSPENSION 


PuRPOSE: Parenteral treatment of menopausal syndrome. 

composition: Each cubic centimeter contains, in aque- 
ous suspension: 
Testosterone ........... 
Estrone, U.s.P. (20,000 1.U.) ... 2mg. 

DOSAGE AND ADMINISTRATION: One or more cubic centi- 
meters as required. 

HOW SUPPLIED: 10 cc. vials. 

propucer: Testagar & Co., Inc., Detroit, Mich. 

(Continued on page A-62) 
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in the office... 


sick people 


need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 
Vitamin D 

Thiamine Mononitrate 
Riboflavin 
Niacinamide 

Ascorbic Acid 


Bottles of 30, 100 and 1,000. 


25,000 U.S.P. units 
1,000 U.S.P. units 
10 mg. 

5 mg. 

150 mg. 

150 mg. 


SQuIBB 


“THERAGRAN’ IS A TRADEMARK OF E.R. SQUIBB & SONS. 


New Drugs and Instruments 


BLUBAN 


puRPosE: Analeptic. 

composition: Each green-tinted tablet contains: 
Phenobarbital 16.2 mg. (1/4 gr.) 
d-Amphetamine phosphate 5 mg. (1/13 gr.) 
Thiamine hydrochloride 5 mg. (1/13 gr.) 

INDICATIONS FOR UsE: In restoring mental alertness and 
sereneness in mild psychogenic and depressive states. 

DOSAGE AND ADMINISTRATION: Orally, 1 tablet two or 
three times daily. 

caution: To be dispensed only by or on the prescrip 
tion of a physician. 

How supPLiep: Bottles of 100 and tooo. 

propucer: FE. L. Patch Co., Stoneham, Mass. 


PRECEPTIN* GEL 


purpose: Contraceptive vaginal gel for use without a 
diaphragm. 

COMPosITION: The active spermicidal agents are: 
p-diisobutylphenoxypolyethoxy ethanol and ricinoleic 
acid in a synthetic base buffered at pH 4.5. 

DOSAGE AND ADMINISTRATION: Fill the measured-dose (5 
cc.) applicator. Insert gently, well into the vaginal 
canal. Depress plunger, then remove applicator. An 
additional application should be made prior to each 
subsequent coitus. 

HOW sUPPLIED: Two package forms: 3 ounce tube with 
applicator and 3 ounce tube only. 

propucer: Ortho Pharmaceutical Corp., Raritan, N. J. 


*U.S. Patents 2,330,846 and 2,541,103; other patent pending. 


SEMVIMIN PERLES 


purpose: Dietary supplement. 

composition: Each perle contains: 
Vitamin A (fish liver oil) 5000 U.S.P. units 
Vitamin D (irradiated ergosterol). 1000 U.S.P. units 


Thiamine hydrochloride 3 mg. 
Pyridoxine hydrochloride 0.75 mg. 
Riboflavin 2.5 mg. 
Ascorbic acid eee 50 mg. 
Niacinamide 20 mg. 
Vitamin By . 1.5 meg. 
Calcium pantothenate 5 mg. 
Folic acid ey 0.34 mg. 
Dicalcium phosphate, anhydrous 747 mg. 
Ferrous sulfate, dried 45-56 mg. 
(equivalent to 13.4 mg. of iron) 
Potassium iodide 0.133 mg. 
Manganese sulfate, dried 4.72 mg. 
Cobalt sulfate *7H.o 0.49 mg. 
Sodium molybdate 1.01 mg. 
Magnesium sulfate, dried 54 mg. 
Zinc sulfate, dried 3.9 mg. 
Copper sulfate, monohydrated 2.8 mg. 
Potassium sulfate 11.2 mg. 


d-alpha tocopheryl acetate equivalent to 3 I.U. vita- 
min E 

DOSAGE AND ADMINISTRATION: As a supplement, 1 perle 
daily; therapeutic dose, 1 or more perles, three times 
daily, after meals. Children, 1 perle daily. 

HOw suppuieD: Bottles of 100 and 1000 red perles. 

propuceR: S. E. Massengill Co., Bristol, Tenn. 
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New Drugs and Instruments 


ANTABUSE 


purpose: Treatment of alcoholism. 

composition: Purified tetraethylthiuram disulfide, in 
0.5 gm. tablets. 

DESCRIPTION: Sets up a sensitizing effect to ethyl alco- 
hol. Taken alone, Antabuse produces no reaction, 
but if the patient under treatment takes even small 
amounts of alcohol, extreme discomfort results. 
Treatment should be given under close medical 
supervision and never without the patient’s full 
knowledge or when he is intoxicated. 

How supPLiEp: Bottles of 50 and 1000. 

propucer: Ayerst, McKenna & Harrison, Ltd., New 
York, N.Y. 


NEOCYLATE WITH COLCHICINE 


purpose: For specific use in gout and gouty arthritis. 

composition: Each enteric-coated tablet provides: 
Sodium. salicylate 0.25 gm. (4 gr.) 
Para-aminobenzoic acid 0.25 gm. (4 gr.) 
Ascorbic acid .. 20 mg. (1/3 gr.) 
Colchicine , 0.25 mg. (1/250 gr.) 

DOSAGE AND ADMINISTRATION: For acute attacks of gout, 
two doses of 3 tablets each one hour apart, followed 
by 2 tablets every two hours until pain is relieved 
or gastrointestinal symptoms occur. NEOCYLATE IM- 
provep may then be substituted to maintain relief. 
Between attacks, patients with severe, frequently re- 
curring attacks should receive 2 tablets twice a day 
for prophylaxis; patients with less severe cases may 
need only 1 tablet twice a day and those with mild 
cases 1 or 2 tablets a week. 

HOW suPPLIED: Bottles of 200, 500 and 1000. 

propucerR: Central Pharmacal Co., Seymour, Ind. 


TERRAMYCIN OTIC 
(NEW DOSAGE FORM) 


purpose: Treatment of external ear infections. 

composition: New dosage form consists of a vial con- 
taining 25 mg. of crystalline terramycin hydrochlo- 
ride and a dropper bottle containing 5 cc. of a mix- 
ture of 95 per cent propylene glycol and 5 per cent 
benzocaine. The two mix to make a clear solution 
which remains stable under refrigeration for 48 
hours. 

propucer: Chas. Pfizer & Co., Inc., Brooklyn, N. Y. 


SCHIOTZ TONOMETER 
New “Jewel” Model 


bEscRIPTION: Improvements include: a hammer of 
superior shape to those in previous instruments; a 
jewel-mounted plunger to minimize friction; an 
inclined scale with mirror to overcome the error of 
parallax, and three extra weight loads—7.5, 10 and 
15 gm. All parts, except the frame, are made of non- 
magnetic stainless steel. Complete information on 
this new model, listed as No. 320-525, is available 
from: 

propucer: J. Sklar Mfg. Co., Long Island City, N. Y. 


(Continued on page A-64) 
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in the home... 


sick people 
need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


25,000 U.S.P. units 
1,000 U.S.P. units 


Vitamin A (synthetic) 
Vitamin D 


Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 


Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000. 


SQUIBB 


“THERAGRAN’ 1S A TRADEMARK OF E. R, SQUIBB & SONS. 
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New Drugs and Instruments 


especially the pneumococcus, hemolytic streptococ- 
cus, certain staphylococci and the gonococcus. 
DESCRIPTION: Eskacillin is now available in three 
strengths: Eskacillin 250 (one bottle provides 3,000,- 
ooo units of penicillin); Eskacillin 100 (one bottle 
provides 1,200,000 units of penicillin) and Eskacillin 
50 (one bottle provides 600,000 units of penicillin). 
DOSAGE AND ADMINISTRATION: The physician will be 
guided by the dosage strength of these products: 
Eskacillin 250 contains 250,000 units of procaine 
penicillin G per 5 cc. (1 teaspoonful); Eskacillin 
100 contains 100,000 units of crystalline potassium 
penicillin G per 5 cc. (1 teaspoonful); Eskacillin 50 
contains 50,000 units of crystalline potassium peni- 
cillin G per 5 cc. (1 teaspoonful). Inadequate doses 
should be avoided. 
HOW SUPPLIED: In 2 fluidounce bottles. 
ARTIFICIAL HEART AND LUNG propucer: Smith, Kline & French Laboratories, Phila 
MACHINE delphia, Pa. 


purposr: For use in perfusion studies, shock experi- 


mentation and other facets of heart and lung re- NEPHENALIN 

search. purpose: New “relay-action” antiasthmatic. 
DESCRIPTION: Primary parts consist of a Vanton Me- composition: The thin outer coating of the tablet con 

chanical “Heart” Pump and a Stedman Packing tains 10 mg. of N-isopropyl arterenol; the nucleus 

oxygenator, driven by an electrical speed control of the tablet, swallowed after the coating has pro- 

system and mounted on a stainless steel portable vided quick relief of symptoms, contains theophylline 

stand. This equipment has been used successfully on 2 gr., ephedrine sulfate % gr., phenobarbital % gr. 

animals which were kept alive for substantial periods HOW sUPPLIED: Snap-cap vials of 20 and bottles of 100 

of time while their hearts and lungs were totally and 1000 tablets. 

inoperative. propucerR: Thos. Leeming & Co., Inc., New York, N.Y. 


Blood passing through the pump is never in contact 
with metal parts, but travels on the inside surface of 


the body block (made of polyethylene) and the out- VEAQUA THERAPSUTIC 


side surface of the squeegee-action “flex-i-liner” PURPOSE: Treatment of vitamin deficiencies. 

(made of surgical gum or silicone rubber). The COMPOSITION: Each capsule provides: 

heart pump is self-priming. Vitamin A* (natural) ..... 12,500 U.S.P. units 
The oxygenator consists of a column of Stedman Vitamin D* (calciferol) . 1000 U.s.P. units 

Packing encased in a plastic housing. Blood enters Ascorbic acid (C) ..... 150 mg. 

at the top and drips down through the many sheets Thiamine mononitrate (B,) 10 mg. 

of woven stainless steel mesh. A stream of oxygen is Riboflavin (Bz) . 5 mg. 

introduced at the bottom of the column. Vitamin By . 2mcg. 
Speed of rotation is controlled by using a Variac Niacinamide _... 100 mg. 

Motor Speed Control. Pyridoxine hydrochloride (Be) I mg. 
Additional information can be obtained by writing: d, Calcium pantothenate 10 mg. 
PropucER: Vanton Pump Corp., Empire State Build- dl, alpha-tocophery! acetate (E)* 5 mg. 


ing, New York, N.Y. 


*Oil-soluble vitamins made water-soluble with sorethytan esters; 
protected by U.S. Patent 2,417,299. 


ESKACILLIN (THREE STRENGTHS) DOSAGE AND ADMINISTRATION: One to two capsules or 
more daily as required. 
purPosE: Liquid form of penicillin for treatment of HOW SUPPLIED: Bottles of 30, 100 and 500. 
infections due to penicillin-susceptible organisms, propucer: U.S. Vitamin Corporation, New York, N. Y. 


New products approved for inclusion in this department but for which space 
is not available this month are listed below. Detailed descriptions of these drugs 
and instruments will be printed in subsequent issues. 


Acthar Gel (Armour Laboratories) Liquid Orapen (Schenley Laboratories, Inc.) 

Armatinic Liquid (Armour Laboratories) Liquid Tetracillin (Schenley Laboratories, Inc.) 

Candavite (Jackson-Mitchell Pharmaceuticals, Inc.) Liver Injection U.S.P. (Lederle Laboratories) 

Complebeta (Jackson-Mitchell Pharmaceuticals, Inc.) New Nursery Scale (Hanson Scale Company) 

Deodophyll Tablets (Wallace Laboratories, Inc.) Pasara Calcium Granulate (Smith-Dorsey) 

Euphased Tablets (Schenley Laboratories, Inc.) Pen-Eff (Smith, Kline & French Laboratories) 

Hetrazan Diethylcarbamazine (Lederle Laboratories) Vi-Mix Drops (Eli Lilly & Company) 

Hydrocortone (Merck & Company, Inc.) Weigh-Master Hi-Dial Scale (Hanson Scale Company) 

Instruction booklet, “On Guard Against the Wear and Tear X-ray Filing Cabinets (Stacor Equipment Company) 
of Lying Abed” (Edison Chemical Co.) X-ray Film Corner Cutter (Picker X-ray Corporation) 


Kolifol (Jackson-Mitchell Pharmaceuticals, Inc.) 


Ba 
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Th treating peptic uleer it is important 


I To Neutralize Hyperacidity. And KOLANTYL 
includes a superior antacid combination (magnesium 
oxide and aluminum hydroxide, also a specific anti- 
peptic) for two-way, balanced antacid activity. 


bis 2 To Protect The Crater. And KOLANTYL includes 
~~ a superior demulcent (methylcellulose, a synthetic 
mucin) which forms a protective coating over ulcer- 
ated mucosa. 


3 To Block Spasm. And KOLANTYL includes a 
superior antispasmodic (Bentyl) which provides 
direct smooth muscle and parasympathetic depres- 
sant qualities .... without “belladonna backfire.” 


but only 4 


the important th factor 


4 Inactivation of Lysozyme with a proven anti- 
lysozyme, sodium lauryl sulfate. Laboratory research 
12,3 and clinical studies* indicate that lysozyme is one 
of the etiologic agents of peptic, ulcer. By inhibiting 
or inactivating lysozyme, KOLANTYL—and ONLY 
KOLANTYL— includes the important 4th factor 


Merrell toward more complete control of peptic ulcer. 
1828 
NewYork « CINCINNATI « Toronto DOSAGE: Two tablets every three hours as 
1. Meyer, K. Am.J.Med. 5:482,1948. needed for relief. Mildly minted Kolanty! tablets 
2. W M.I. Am.]J. 4 
2171189 may be chewed, or swallowed with ease. 


4. Hufford, A.R. Rev. of Gastroenterology. Aug.,1951. 
Trade-marks "'Kolantyl,” ‘Bentyl’’ Hydrochloride 
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CONSULTATION SERVICE 


@ MANAGEMENT OF 
DIAPHRAGMATIC HERNIA 


Question: During routine roentgenologic study of 
school children, a 16 year old boy was found to 
have a diaphragmatic hernia. Apparently he has 
had no symptoms, but since the report he com- 
plains of pain in the epigastrium at intervals. 
Should he be referred for surgery at once, or 
should he wait for symptoms to occur? What are 
the usual symptoms? 
M.D.—Mississippi 


ANSWER: The decision to recommend surgical in- 
tervention for the diaphragmatic hernia which you 
have described will depend on the type of dia- 
phragmatic hernia. This information is not given. 
If it is a hiatal or periesophageal hernia, the neces- 
sity for surgical intervention would depend on the 
clinical symptoms. If it is a so-called congenital 
type with a large defect and considerable amounts 
of intestinal viscera in the chest, operation is im- 
perative. More details will be necessary before a 
definite reply can be given. 
BRIAN B. BLADES 


@ EDEMA OF 
LOWER EXTREMITIES 


Question: A 51 year old man complains of edema 
of both lower extremities, unaccompanied by any 
other symptoms. This edema has been present since 
1936. 

An electrocardiogram reveals a right bundle 
branch block; thyroid and basal metabolic rate are 
normal; kidney studies show no abnormality. 

The edema is quite marked and can be con- 
trolled only by frequent injections of mercurial 
diuretics. The striking feature of the case is that 
the man feels perfectly well in every respect. 

Digitalis and thyroid have not helped; a low salt 
diet with or without a cation exchange resin has 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. 


helped only slightly. The patient does state that at 
times when his legs and feet perspire, the swelling 
goes down. 

Is this edema cardiac? What course should be 
followed? 


M.D.—Pennsylvania 


ANSwer: Further studies of this patient would be 
desirable before a final diagnosis is made. These 
would include in particular readings of the venous 
pressure and circulation time. It would be desir- 
able also to know if the right side of the heart is 
enlarged on roentgenologic examination of the 
chest, and if there is any evidence of hepatic con- 
gestion. 

If these studies reveal evidence of congestive 
failure, then therapy with digitalis, a low sodium 
diet and frequent elevation of the extremities 
would form a reasonable program. In addition, 
elastic stockings or a pair of rubber bandages 
might be helpful in controlling some of the edema. 
Finally, if it becomes very great, Southey’s tubes 
could be used to relieve it mechanically. 

DWIGHT L. WILBUR 


@ CAUSE OF 
SMALL LEFT BREAST 


Question: My patient, a 25 year old matron, had 
normal bilateral breast development in early ado- 
lescence, but after a few months (in the twelfth 
year) noted that the left breast remained about 
one-third the size of the right one, which achieved 
average size. Nipples are normal in all ways, ex- 
cept that the nipple on the left breast is relatively 
small. 


(Continued on page A-30) 
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Frequently Encountered 


Vaginal Attections 


OT only do Vagisol Suppositabs—suppositories tab- 
let-shaped for easy vaginal insertion—prove lethal 
for Trichomonas and certain pathogenic bacteria, 
/ but they also alter the characteristics of the vaginal 

socections to encourage the growth of the normal 
/ vaginal inhabitant, the Doederlein bacillus. 


Vagisol Suppositabs accomplish this twofold approach 
/ through the powerful antibacterial influence of phenyl 
/ mercuric acetate and tyrothricin, and the desirable ac- 
/ tions of succinic acid, papain, lactose, and sodium lauryl 
/ sulfate. The latter ingredients aid in restoring normal 
/ vaginal acidity and in encouraging the growth of Doed- 
/ erlein bacilli. 
/ Vagisol Suppositabs are specifically indicated in the 
/ treatment of Trichomonas vaginitis and in the manage- 
/ ment of other vaginal and cervical affections. They can 
/ be used either alone or in conjunction with local surgery. 
/ The usual course of treatment consists of one Suppositab 
inserted high into the vagina morning and night for a 
period of three weeks. Vagisol Suppositabs are nonstain- 
ing, odorless, and nonirritant. Supplied in bottles of 36 


Each Vagisol Suppositab Supplies: 


Phenyl Mercuric Acetate. 3.0 mg. (0.046 grain) 
Tyrothricin, N. F........ 0.5 mg. (0.008 grain) 


Succinic Acid........... 12.5 mg. (0.193 grain) Suppositabs. 
Sodium Lauryl Sulfate... 3.0 mg. (0.046 grain) 
Serpe 25.0 mg. (0.385 grain) SMITH-DORSEY, LINCOLN, NEBRASKA 
A Division of THE WANDER COMPANY 
/ 
/ 
VAGISOL 
/ 
/ 

SUPPOSITABS 


A Dosey PREPARATION 
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Consultation Service 


Three years ago this woman had a normal full- 
term pregnancy, and observed that the left breast 
enlarged after the sixth or seventh month so that 
the difference in size was in a ratio of 5 to 4. I 
encouraged breast-feeding the infant, and this was 
done via both breasts for 10 days. It seemed that 
both breasts had adequate amounts of milk, but 
the patient decided against nursing after this length 
of time. 

Six to ten weeks after delivery she noted that the 
breast was beginning a rapid, regressive change, 
and shortly thereafter the appearance of the left 
breast was identical with that seen prior to preg- 
nancy—one-third the size of the right breast. 

There is no pertinent history obtainable as to 
background, etc. Is there any therapy you care to 
suggest? Her menstrual cycle is and has been nor- 
mal according to all obtainable data. Her racial 
extraction is Italian; she matured in her twelfth 
year. 


M.D.—Illinois 


ANSwer: There is not much that can be done which 
will be certain to bring the left breast of this patient 
back to the size of the other. I have seen various 
things tried which failed. Ovarian hormone could 
be tried. This probably will fail and may disturb 
the menstrual cycle. 

It is unfortunate that the patient did not follow 
your advice and continue nursing the baby as long 
as she could. If she were to have another baby, 
nursing would be most apt to increase the size of 
the breast, but it probably would be smaller than 
the other when they ceased to function. One need 
not expect a growth to develop. 

ROBERT D. MUSSEY 


@ GROSS TREMOR 
OF THE HEAD 


Question: In 1947 a 52 year old matron submitted 
to a “bilateral sympathectomy for relief of intracta- 
ble hypertension of some years’ duration. This was 
done at an army post by an army surgeon and 
was a success and remains so.” The above is a 
quotation by the patient’s husband, a pharmacist, 
but recently retired from army service. 

This surgery was done in 1947. One year later, 
while stationed in Germany, the pharmacist states 
that his wife noted that “her head kept sliding off 


the pillow to the left each night when she retired.” 
Two years later the patient’s head began move- 
ments of its own, so to speak, as soon as she would 
lie down; a gross tremor or spasmodic movement 
to the left would begin as soon as she would lie 
down, and this persisted until medication was given 
(1% or % gr. NemBuTAL®, orally). Then gradu- 
ally a diminution of motion (always to the left) 
would set in, and she would sleep. This state of 
affairs is now in its third year and nothing ag- 
gravates it, nothing controls it, except as already 
noted. The movements occur only when she lies 
down. Otherwise, the head is carried in a normal 
position and there are no other symptoms, no pain, 
soreness, tenderness, discoloration, enlargement, 
pulsation, edema, pitting on pressure, or change in 
skin temperature or consistency. 

X-rays recently taken are not helpful. A descrip- 
tion is given below. 

I assume that there is scar formation on a long- 
delayed positional trauma (during the anesthetic), 
but actually it is at best a guess. 

Could you suggest treatment and/or diagnostic 
measures? 

N. B. I have not seen this patient. All the fore- 
going information has been given me by her hus- 
band. Roentgenologic report (1/22/52)—X-ray 
examination of the cervical spine and a single 
lateral skull film: The spine films were difficult to 
obtain due to the wry neck. The anteroposterior 
view when obtained showed good alignment, and 
the lateral view demonstrated a good alignment. 
The cervical vertebrae, the intervertebral spaces, 
and zygapophysial joints are all normal. The 
findings in the lateral skull film are all normal. 
The disease is apparently all in the soft tissue. 

Conclusion: Normal cervical spine and lateral 
skull. 

M.D.—Illinois 


ANSwer: There is very little connection between 
the operation for the relief of hypertension and the 
present condition. The condition known as “spas- 
modic torticollis” is the exact opposite to the pres- 
ent condition in that the patient’s head moves 
when in the upright position and relaxes when 
lying down. On the basis of the report at hand, it 
would appear that the condition is functional, as- 
suming that results of the neurologic and general 
examinations were negative. 
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needn’t 


offend... 


chlorophyll 
tablets 


Well known for its unique ability to deodorize foul-smelling lesions 
when applied topically, CHtoresium Chlorophyll provides an effective 
solution to a particularly distressing odor problem when administered 
orally. In a recent study! on colostomy patients, it was found that 
“within forty-eight hours there was a striking reduction in objectionable 
odor, to the gratification of not only the patients themselves but also 
of staff members and other patients in the ward and adjoining beds.” 


Initial dosage of two tablets four times daily, then one tablet four times 
daily, is usually sufficient to control bed-pan or colostomy odors. 


in mouth, breath and body odors, CHLtoresium’s concentrated 
highly purified water-soluble chlorophyll provides simple, economical, 
yet effective deodorization. Prescribe CHLORESIUM TABLETS whenever 
odor control is indicated. Average dose one tablet daily. 


supplied: boxes of 30 tablets, bottles of 100 and 1,000. 


1. Weingarten, M., and Payson, B.: Deodorization of Colostomies with Chlorophyll, Rev. Gastro- 
enterol. 18 :602, 1951. 


effectively suppress objectionable odors 


Ristan company INC... MOUNT VERNON, NEW YORK 
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from Postgraduate Medicine's 


correspondents 


Repor CS 


rom abroad 


LONDON 


Osler’s last illness—At a meeting of the Osler 
Club in London in January, Lord Horder, who 
had just celebrated his eighty-first birthday, gave a 
vivid account of Osler’s last illness, which had 
never been put on record before. In the 600,000 
words of Harvey Cushing’s classic biography of 
Osler, the drama of the final stages of his illness 
had been telescoped into a few casual references. 

On December 12, 1919, Osler, who was suffering 
from a prolonged and obscure chest disease, asked 
Dr. Horder to come to see him at Oxford. It was 
a shock to the physician to see his distinguished 
patient looking very ill and emaciated, in a state 
of extreme toxemia, and unable to speak much 
because speaking brought on a bout of coughing. 
Osler had jotted down some pencilled comments 
on his own condition. Seven days previously the 
chest had been punctured, and a little serous fluid 
had been drawn off, but without any relief of 
symptoms. Dr. Horder was of the opinion that an 
interlobular empyema was probably present and 
repeated the puncture, using the longest needle 
procurable; the same sort of fluid was forthcoming 
and that only in small amount. 

The patient’s condition remained unchanged for 
another week, so Dr. Horder decided that some- 
thing further in the way of exploration of the 
chest had to be done. A couple of extra long 
needles were, therefore, specially made; the first 
puncture was again negative, but the second was 
successful and when the stylet was withdrawn 
Osler exclaimed, “You've got it, my boy.” Between 
4 and 5 cc. of stinking pus were withdrawn and 
on the following day Sir Charles Gordon-Watson, 
the surgeon, drained the empyema. The discharge. 
never very copious, ceased three days later, and a 


second operation did not reveal any further collec- 
tion of pus. 

Four days afterward the end came suddenly. 
Dr. Horder had seen and talked with Osler in the 
morning and had gone downstairs to lunch, when 
the nurse called him upstairs urgently. He found 
the dressings on the chest and, indeed, the bed, 
soaked in blood; the sepsis had opened up the wall 
of a small blood vessel in the upper lobe of the 
lung. Osler died a few hours later on that same day. 


Socialized medicine  slashed—“The Free 
Health Service is dead” is the political cry of the 
Socialists at present because Mr. R. A. Butler, 
Chancellor of the Exchequer and guardian of the 
nation’s finances, is imposing a charge of one 
shilling (25 cents) on each prescription, and 
charging half the costs of wigs, hearing aids and 
surgical appliances. The use of State day nurseries 
is to be paid for, while a fee is to be charged for 
all dental treatment except dentures, where a 
charge is already made. 

The “free” Health Service actually costs 400,- 
000,000 pounds (or over a billion dollars) a year, 
paid for out of general taxation and not (as is 
popularly believed) by the weekly insurance stamps. 
But it is—or was—‘free at the time,” the idea 
being to place no financial barrier between a sick 
person and medical treatment. The prescription 
charges will bring in twelve and a half million 
pounds and the other charges about another million 
pounds, say about 4o million dollars altogether. 

Mr. Butler had a good answer to the Socialist 
protests, for in 1949 the Socialist Government had 
announced a similar scheme for prescription 
charges, but dropped it when it was vetoed by 
the powerful Mr. Aneurin Bevan. At that time 
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ined in Pabalate — produce a synergistic “i 
inalgesia':’ that can provide ‘24-hour pain rel 
for patients with rheumatic affections —even 


spoonful of chocolate-flavored Liquid, contains 
5 gr. sodium salicylate U.S.P. and 5 gr. para- . 
~aminobenzoic acid. Also available as Pabalate- | 
Sodium Free, employing ammonium salicylate a 


potassium salt of para-aminobenzoic acid. 


: : 1. Dey, T. J. et al.: Proc. Staff 
207 1946. 2. Hoagland, 


R. Am. JL 
272, 1950 J Lancet, 70:192,, 1950. 


H. ROBINS COMPANY, INC. RICHMOND 20, VA. 
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Mr. Atlee said that the purpose was to reduce 
excessive, and in some cases unnecessary, resort 
to doctors and pharmacists. Mr. Butler’s purpose 
is the same, though the financial saving is doubt- 
less also strongly in his mind. 

There is no doubt that the provision of free 
medicines has been abused in England: In the 
past three years the number of prescriptions has 
risen from 202,000,000 to 229,000,000; doctors’ 
waiting rooms have been filled with people anxious 
to get free cotton wool and free aspirins, some- 
times for half a dozen members of the same family. 
How the shillings on the prescriptions are to be 
collected is not yet known at the time of writing, 
but the doctors are hoping that they are not going 
to be turned into tax collectors. The rural and 
northern doctors who are accustomed to do their 
own dispensing are wondering where they are 
coming in, if their patients refuse to pay up the 
shillings. 


AMSTERDAM 


Dr. E. Gorter, professor of pediatrics at 
Leiden University, retires—On January 11, Dr. 
E. Gorter, internationally known professor of pedi- 
atrics at Leiden University, retired at the age of 
70, giving his valedictory address on rickets and 
the progress of pediatrics during the last 50 years. 
By organizing the teaching of pediatrics first at 
Leiden University and later at Ghent University in 
Belgium, he deeply influenced the development of 
pediatrics in both countries. His initiative was 
largely responsible for the founding of the Insti- 
tute for Preventive Medicine in the Netherlands. 
Of his many publications the most important dealt 
with his research on the structure of proteins. Most 
recently he directed the symposium on children’s 
metabolism held by the World Health Organiza- 
tion at Leiden. 

He was a member of the Royal Academy of 
Science in Amsterdam and a doctor honoris causa 
of the Sorbonne and of Ghent University. 


Rockefeller Foundation Grant for the 
psychosomatic center in Amsterdam—During 
the last few years a psychosomatic center has been 
established at the Wilhelmina Gasthuis (Univer- 
sity hospital) under the direction of Dr. L. van 
der Horst, professor of psychiatry at Amsterdam 
University and Dr. J. Groen, specialist in internal 
medicine. 

The first years were principally concerned with 
the psychosomatic study of internal diseases such 


as ulcerative colitis and peptic ulcer. At the end 
of 1951 the Rockefeller Foundation gave a grant 
of approximately $60,000. The remaining necessary 
funds are being advanced by the University of 
Amsterdam. This grant makes it possible to con- 
tinue and extend this interesting medical work. 
In January 1952 the University Clinic for Diseases 
of the Skin and Venereal Diseases also joined the 
psychosomatic center and several dermatoses are 
now being studied from this point of view. 


Eosinophilic granulomas of the skin—In a 
recent article (Nederl. tijdschr. v. geneesk. 96:140 
[January 19] 1952) Dr. M. J. Woerdeman points 
out that, in contrast to eosinophilic granuloma 
of bone, the eosinophilic granulomas of the skin 
consist of some entirely different groups. In this 
article the reticulo-granulomatous eosinophilic 
granulomas of the skin are discussed, as they are 
of more general importance than the other types. 
Reticulo-granuloma is the name suggested by 
Pinkus, Copps, Custer and Epstein (Am. J. Dis. 
Child. 77:503, 1949) for eosinophilic granuloma 
of bone, Hand-Schiiller-Christian disease, and 
Letterer-Siwe disease—three diseases which are 
considered by many investigators as variations of 
the same basic disease process, a disturbance of the 
reticuloendothelial system. 


MADRID 


First centennial of Ferran—The early at- 
tempts to prepare an anticholera vaccine were per- 
formed by Jaime Ferran (born on February 2, 
1852) during the epidemics which scourged Spain 
in 1894. Using an attenuated culture of Vibrio, he 
started a campaign in Valencia. The results were 
widely discussed by scientists divided in two fac- 
tions, one supporting and the other condemning 
the work which finally was stopped by govern- 
mental decision. Further research by Haffkine, 
Kolle, Strong and others was successful in the 
project pioneered by the Spanish bacteriologist. 


International Congress of Surgery—Organ- 
ized by the Spanish Chapter of the International 
College of Surgeons, the Eighth International 
Congress will meet in Madrid in May. The com- 
mittee on arrangements, headed by Dr. Martin 
Lagos, professor of surgery, includes: vice presi- 
dents Dr. Garcia Orcoyen, professor of gynecology, 
and Dr. De la Pena, professor of urology, and sec- 
retary Dr. De la Fuente, professor of surgery, all 
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Solution I ravenous 
Veriloid, 0.4 of Veri- 
loid standard reference 


powder per cc., is sup- 
plied in 5 cc. and 20 cc. 
ampules. 


INTRAVENOOS 


A powerful hypotensive agent, Solution Intravenous 
Veriloid, on slow infusion by vein, is capable of drop- 
ping the blood pressure in a matter of minutes in the 
majority of patients. 


Thus it presents a lifesaving emergency measure in the 
conditions in which a continuing state of extreme hyper- 
tension might lead to serious complications. Hence it has 
rightly been termed ‘“‘A Must .in Every Emergency Bag.” 


In hypertensive states accompanying cerebral vas- 
cular disease, in malignant hypertension, and in hyper- 
tensive crisis (encephalopathy) arterial tension can be 
reduced —under full control of the physician—to a point 
compatible with the patient’s condition. The only con- 
traindications are pheochromocytoma and coarctation 
of the aorta; in patients receiving quinidine therapy the 
drug should be given with caution. 


Solution Intravenous Veriloid makes available for the 
first time a purified fraction of Veratrum viride, a prod- 
uct of Riker Laboratories research, generically desig- 
nated alkavervir, which can be administered by vein. 
Complete instructions for its use accompany each am- 
pule. Physicians are invited to send for detailed lit- 
erature. 
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RIKER LABORATORIES, INC. 


8480 Beverly Boulevard Los Angeles 48, California 
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NOW 


you can perform 


TUBAL 
INSUFFLATION 
SAFELY 


in your office 


A basic step in sterility diagnosis, tubal insufflation is 
a simple procedure to which KIDDE® Insufflator 
brings new safety. Carbon dioxide... controlled pres- 
sure and flow ... these assure a safe, comfortable 
office procedure. 


The KIDDE office model uses gravity to supply a 
measured dose of CO, at a pressure that cannot ex- 
ceed 200 mm.Hg. A flowmeter shows the precise rate 
of gas flow at all times. In a few minutes the KIDDE 
Insufflator gives you information for accurate diagnosis 
and therapy ... and your patient leaves your office 
promptly without discomfort. 


See the new, stream-lined, functionally-designed office 
model KIDDE TUBAL INSUFFLATOR at your dealer's. 


Kidde, trademark reg. U. S. Pat. Off. 


KUEDDE wmanuracturine co., inc., BLOOMFIELD, Nv. 5. 
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from the staff of the Faculty of Medicine, Madrid. 

Subjects to be covered in the general assembly 
are: surgery of vesical tumors, surgery of the hip, 
cardiovascular surgery and surgery of rectal tumors. 

Separate sections will discuss anesthesiology, 
general surgery, thoracic surgery, vascular surgery, 
neurosurgery, obstetrics and gynecology, ophthal- 
mology, otolaryngology, pathology, radiology, or- 
thopedics and urology. 

All sessions will take place in the Faculty of 
Medicine (University City), where there also will 
be an exhibit by national and foreign manufacturers 
of surgical instruments, apparatus and supplies. 

Spanish, English and French are the official 
languages of this Congress. 


International Congress of Comparative 
Pathology—This meeting will be held May 4 to 
11 at the Faculty of Medicine, Madrid. General 
subjects to be treated are: The role of fungi and 
mycosis in comparative pathology; Oligoelements: 
Factors of senility; Microbian symbiosis and _ its 
alterations, and Contact insecticides in general 
hygiene. 


W.H.O. and Spain—Dr. Robert I. Hood, Re- 
gional Medical Authority for Technical Assistance 
in the Regional Bureau for Europe, has met with 
the Spanish Public Health Service to set up a 
program for technical help in the control of com- 
municable zoonosis. Spain has been a member of 
W.H.O. since May 1951. 


New hospitals—Three new hospitals, built by 
the Health Insurance, are now in operation in 
Valencia (200 beds), Coruna (250 beds) and 
Guadalajara (100 beds). During 1952 several 
others will start operation with the following bed 
capacities: Barcelona 700, Zaragoza 500, Badajoz 
400, Almeria, Palma de Mallorca and Valladolid 
300, Huelva, Santiago and Vigo 250, Gerona, 
Teruel and Zamora 200, Cadiz and Vitoria 150 
and Mahon, Mieres and Palencia 100. 

All these hospitals are part of a construction 
program carried out by the Social Security which 
includes 60 hospitals (17,000 beds in all) and more 
than 200 clinics for medical consultation and diag 
nostic and therapeutic services. 


Public Health Service in Spain—The Spanish 
Public Health Service is governed by the Director 
General of Health of the Department of the In- 
terior. Principal sections of this agency are: epi- 
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demiology, ports, frontiers and airports, vital statis- 
tics, maternal and child hygiene, industrial hygiene, 
leprosy and venereal diseases, cancer, ocular hy- 
giene, rheumatism and heart diseases, mental 
hygiene, medical care, sanitary engineering, phar- 
macy and communicable zoonosis. 

Immediately connected with this department are 
the so-called “Sanitary Institutions”: National Hos- 
pital for communicable diseases (King’s Hospital); 
Cancer Institute; Institute for Pharmacobiology; 
Institute of Hematology and Hemotherapy; Na- 
tional School of Child Hygiene; National School 
of Public Health Nurses, etc. 

The main institution is the National School of 
Public Health where health officers are trained. 
Many of the professors received diplomas in Public 
Health from the Johns Hopkins School of Public 
Health. The School is charged, too, with produc- 
tion of vaccines and serums. It also manages the 
Antimalaria Service. For this purpose, the Anti- 
malaria Institute of Navalmoral, Caceres, is closely 
affliated with the School and carries out the field 
research as well as the practical training for physi- 
cians attending the courses on malaria. 

Tuberculosis is under the control of a special 
organization, Patronato Nacional Antituberculoso, 
closely related with the P.H.S. but operating with 
autonomy. Its medical staff is trained at the Nation- 
al School of Tuberculosis. 

Within the provincial area, the Chief Health 
Officer is assisted by an Institute of Public Health 
which includes sections for epidemiology and vital 
statistics, bacteriology, malaria, maternal and child 
hygiene, social hygiene, tuberculosis, etc. Several 
health centers are located in each province, their 
organization being very similar to those of Ameri- 
can health centers. 


Congress of Latin Electro-Radiologists and 
Spanish-Portuguese Congress of Radiology— 
Both Congresses were held simultaneously in 
Madrid from April 14 to 19. Dr. Carlos Gil y Gil, 
Professor of Radiology, Central University School 
of Medicine, and Dr. Francisco Arce were ap- 
pointed president and secretary for both Congresses. 

General matters discussed were x-ray diagnosis, 
x-ray therapy, radium: therapy, ultrasounds and 
radiobiology. Remarkable reports were submitted 
by prominent radiologists from Belgium, France, 
Italy, Portugal and Spain. At the opening, Don 
Joaquin Ruiz-Giménez, Spanish Secretary of Na- 
tional Education, discoursed on Latin culture, its 
meaning, history and outlook. 


Designed by 
E. C. EMERSON, M.D. 
Emerson Clinic 

St. Paul, Minn, 


| Emerson 


STRIPPER 


for greater flexibility 
and versatility 


I Overcoming the limitations 

| of rigid devices—the new flexible 
Emerson vein stripper markedly 
facilitates this surgical procedure, 
minimizes trauma and hastens 

j postoperative recovery. This new 

‘ vein stripper is 37 inches long 
and made of stainless steel. It is 
supplied with two filiform guides 
3 cms. in length, a threaded 
metal guide tip and a specially 

| designed sterilizing rack. 
Descriptive reprint and literature 
on request. 
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CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 


BACTERICIDAL - WATER-MISCIBLE + SAFE??? 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cates the physician’s and nurse’s need of making sure to 
recommend to every mother a “diaper rash” dusting 
powder and ointment containing no boric acid. 


1. Fisher, R. S. "Notes from The Office of the Chief Medical Examiner,” Baltimore, Md., April, 1951. , — 

2. Benson, R. A., et al.: “The Treatment of A ia D itis with Diap ,"" J. Ped. 34:1-49, Jan., 1949. ae 

3. Niedelman, M. L, et al.: “Ammonia Dermatitis: Treatment with Diap Chloride Ointment," J. Ped. 37:5-762, Nov., 1950. bb $ * = 


4% 


@ PHarmaceuticaL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, NEW YORK' 


A-48 


there real d n learned © Ss. 
“That ther dermatitis has been past two year 
h areas © in Baltimore rash’ in an 
through © ed deaths of infants 
unexpected of development ‘the der atitis by 
The usual history pe of age, and tréatment of the 
‘infant under one Y boric acid: 
peated applica! 
| | | 


CARBRITAL eases daytime 
tension and anxiety and induces 


sound, refreshing sleep at 


night. Combining the rapid hypnotic 


action of sodium pentobarbital 


with the mild, prolonged sedative 


action of carbromal, it is 


both soothing and hypnotic. 


Residual “hang-over” 


or depression is unlikely 


in patients receiving CARBRITAL. 


CARBRITAL 


CARBRITAL is valuable for insomnia, nervous tension, 
and preoperative, and obstetrical sedation. It is available 
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& SURGERY OF THE STOMACH AND DUODENUM; 


A Handbook of Operative Surgery - - - 


By Claude E. Welch, M.D., Associate Visiting Surgeon, Massachusetts Gen- 
eral Hospital; Clinical Associate in Surgery, Harvard Medical School, Boston. 
Illustrated by Muriel McLatchie Miller. 349 pages with 79 plates. 1951, Year 


Book Publishers, Inc., Chicago. $8.50. 


“Surgery of the Stomach 
and Duodenum” is described 
as a handbook of operative 
surgery. The author has plan- 
ned the book as a_ practical 
guide for younger surgeons, 
and not as a comprehensive 
treatise on surgery of the up- 
per part of the gastrointestinal 
tract. In fact, it is a rather 
complete atlas of surgical pro- 
cedures on the stomach and 
duodenum, diagrammatically illustrated by 79 full- 
page plates, which are easily understood. 

The text is brief and concise, and for the most 
part contains the essential features of the various 
surgical procedures, but does not include the opera- 


& CLINICAL HEMATOLOGY -.- - 


tive detail or technical problems which would make 
this a textbook of surgery. Preoperative and _post- 
operative care and short discussions concerning in- 
dications for surgery are included. 

The book is well appointed and the type is easily 
read. The bibliography is brief; it includes for the 
most part only original references, and the volume 
is well indexed. 

The book will be of value in turn to the occa- 
sional surgeon and to surgeons in training as a 
quick reference aid which will enable them to re- 
view and to orient themselves in certain types of 
surgical procedures. It is doubted that the author 
intended to convey the impression that many of the 
major procedures included are simple enough for 
the untrained to undertake. 

O. H. B. 


By Maxwell M. Wintrobe, M.D., Ph.D., Professor and Head of the Depart- 
ment of Medicine and Director, Laboratory for the Study of Hereditary and 
Metabolic Disorders, University of Utah, College of Medicine, Salt Lake City. 
Ed. 3. 1,048 pages, with 220 illustrations and 17 plates, 13 in color. 1951, Lea 


& Febiger, Philadelphia. $12.50. 


Essentially, this third edition follows closely the 
pattern of the two earlier editions of Wintrobe’s 
text. A section on the cytology and cytochemistry 
of the bone marrow presents a new concept of the 
ways in which cells react to various stimuli. There 
is an elaboration of bone marrow findings with a 
description of conditions in which bone marrow 
aspiration is indicative in diagnosis. 

The author describes a technic for splenic punc- 
ture which is used quite widely outside the United 
States but has not yet been adopted to any great 
extent in this country. The method could aid in 
the diagnosis of parasitic infections, fat storage dis- 


orders resulting from atypical leukemia, or splenic 
neutropenia. 

Also stressed are the phospholipids and enzymes 
contained in the various cells of the peripheral 
blood system. It is believed that the specific gran- 
ules of the neutrophils or eosinophils contain these 
phospholipids. 

There also is a section on the new theories of 
the clot mechanism and on prothrombin times. 
There is considerable discussion of the latter sub- 
ject, as might be expected with the present em- 
phasis on the need for prothrombin times in 
connection with the use of anticoagulants. 

M. R. F. 


> PHYSICAL MEDICINE AND REHABILITATION FOR THE CLINICIAN - - - 


Edited by Frank H. Krusen, M.D. With articles by 24 contributors. 371 pages, 
with 96 figures. 1951, W. B. Saunders Company, Philadelphia & London. 


$6.50. 


The association between orthopedic problems 
and their treatment with methods of physical medi- 
cine has long been recognized by the medical pro- 


fession. More recently, however, to keep pace with 
the various developments in analogous fields, it has 
(Continued on page A-56) 
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Because hearing about it, or reading about it, lacks the 


Record it impact of seeing it, motion pictures play an increasingly 


important role in teaching. Furthermore, a motion-pic- 


_.. with motion ture camera can capture a surgical technic completely 
.record every detail accurately—objectively—for 
in black and white or color showing days, weeks, years later. 


Spine prepared for fusion. 


Assistant preparing bone chips. Placing bone chips along spine. Appearance before closure. 


From the ‘Bone Bonk"’ film, prepared by the Hospital for Special Surgery. 


Record it... with the 
Cine-Kodak Special II Camera 


AcTUALLY the world’s most versatile 16mm. motion-picture 
camera, it is the first choice of medical men everywhere. 
Improved two-lens turret accepts any combination of Kodak 
Cine Lenses. Through-the-lens focusing and sighting for 
exact field coverage. Special controls for special effects. List 
price includes Federal Tax and is subject to change without 
notice—$956.20, equipped with f/1.9 “Ektar” lens. 

For further information, see your photographic dealer or 
write for booklet C1-35. 


Complete line of Kodak Photo- 
graphic Products for the Med- 


ical Profession includes: cam- 
> eras and projectors—still- and 
motion-picture; film—full color 
and black-and-white (includ- 
ing infrared); papers; process- 
ing chemicals; microfilming 
equipment and microfilm. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 
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become necessary to include the advances of each 
specialty in a single volume. Thus we have con- 
tributing authors from many interrelated fields, all 
directing their efforts to one ultimate problem—the 
rehabilitation of the patient. 

The text is designed primarily for the physiatrist 
who has in many nonoperable cases the respon- 
sibility for the “final result.” It reviews briefly the 
particular problems of each specific field. 


MANUAL THERAPY -.- - 


Structurally the book is composed of four major 
sections, emphasizing the role of physical medicine 
and rehabilitation. These divisions include a por- 
tion directed to the therapeutic applications of 
physical agents and procedures, another portion 
illustrating diagnostic applications, a third concern- 
ed with the clinical aspects, and, finally, a fourth 
summarizing the fundamentals of anatomy, thera- 
peutic exercise and physiology. 

H. OP. 


By James B. Mennell, M.A., M.D., B.C. (Cantab.), Consulting Physician in 
Physical Medicine, St. Thomas’ Hospital; Vice-President and Hon. Fellow, 
Chartered Society of Physiotherapy, London, England. 64 pages, illustrated. 
1951, Charles C Thomas, Springfield, Illinois. $2.25. 


Although the entire subject matter of this mono- 
graph is contained in only 64 pages, a most impor- 
tant facet of therapy is presented to assist the busy 
practitioner in grasping the general principles of 
this branch of medicine. 

Beginning with a stimulating introduction and 
progressing through the concepts of massage, pas- 
sive movement, assisted movement, resisted move- 
ment and joint manipulation or forced movement, 
the fundamentals are clearly delineated and convey 
a knowledge important to all who are interested in 
the art of healing. 


The responses brought on by massage are ex- 
plained as being due to reflex changes, mechanical 
means, the reflex responses of unstriated muscle 
to mechanical stimulation, and to the formation of 
a histamine-like substance. Massage, if used at the 
right time, becomes a valuable form of treatment; 
if used at the wrong time, it may be detrimental 
to the patient. 

The technics, indeed the modus operandi, need 
not be realized, but the possible results from this 
therapeutic agency should be known so that the 
maximum recuperative processes may be attained. 

H. O’P. 
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THEN WHAT HAPPENS TO THEM? 


Office patients, though they squirm, 
Though they cut a caper, 

Really don’t eat magazines, 
Have no taste for paper. 


Ink and dye and binding glue 
Would, without a question, 

Stain their teeth as well as tongue, 
Ruin their digestion. 


Office patients do not find 
Magazines nutritious. 

So, at least, I’d like to think, 
Though I am suspicious! 


STOCKING UP 


Why does the doctor’s helpmate tag 
Along at each convention? 

The reason’s one, all said and done, 
We really hate to mention. 


Is it to shield his roving eye 
And check impassioned passes? 
Or maybe frown his quaffing down 
To somewhat fewer glasses? 


Good reasons, these, to go along, 
And in themselves quite ample, 

But mostly she’s on hand to seize 
Free sample after sample. 


Raye 

RICHARD ARMOUR 
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NEW DRUGS and INSTRUMENTS 


@ TALK-A-PHONE CL SERIES 


purpose: Designed for intercommunication sys- 
tems requiring operation of more than one mas. 
ter station along with substations. 

DESCRIPTION: Incoming calls may be answered 
from a distance of up to 4o feet from any master 
station or substation. Calls may be made from 
one master station to another, substations may be 
called selectively or exclusively, and any master 
station may be used privately or nonprivately. 
Master stations are equipped with talk-listen 
switches, stand-by, station selectors and volume 
control; staff stations need no manual operation. 
propucer: Talk-A-Phone Co., 1512 S. Pulaski 
Rd., Chicago, III. 


@ AUREOMYCIN NASAL 


purpose: Nasal decongestant. 

COMPOSITION: Solution containing 1 mg. of 
aureomycin per cubic centimeter is made by 
adding 10 mg. of aureomycin hydrochloride to 
vial of diluent containing 0.5 per cent Paredrine* 
(hydroxyamphetamine hydrobromide). 

HOW sUPPLIED: Package containing one vial 
aureomycin hydrochloride and one vial diluent. 
propucerR: Lederle Laboratories Division, Ameri- 
can Cyanamid Co., Pearl River, N. Y. 


*Trademark, Smith, Kline & French Laboratories. 


@ PAVERIL PHOSPHATE 


puRPOsE: Synthetic antispasmodic. 

COMPOSITION: Dioxyline phosphate, Lilly. 
INDICATIONS FOR USE: May prevent pains of an- 
gina pectoris and other vascular spasms. 

DOSAGE AND ADMINISTRATION: Average oral dose 
is 3 gr. (0.2 gm.) three to four times daily. 
As much as 30 gr. has been given in 24 hours 
without untoward effects. 

propucer: Eli Lilly and Co., Indianapolis, Ind. 


Information published in this de- 
partment ts supplied by the manu- 
facturers of the products described. 


@ DIHYDROCILLIN* 
(Powder for Solution) 


purpose: Combined _ penicillin-dihydrostrepto- 
mycin antibacterial for treating gram-positive, 
gram-negative and mixed infections. 
coMpPosiITION: Each vial contains, in sterile dry 
form: 
Crystalline procaine penicillin 
Crystalline sodium penicillin 
G (buffered) 
Dihydrostreptomycin (as the 
sulfate). I gm. 
ADMINISTRATION AND DOSAGE: A  suspension-solu- 
tion for intramuscular injection is prepared by 
adding 2.2 cc. sterile water, dextrose 5 per cent 
w/v, or isotonic solution of sodium chloride. 
Dosage is 3 cc. of this mixture, duration of treat- 
ment varying with the infection. 
HOW supPLiED: Sterile vials. 
propucer: The Upjohn Company, Kalamazoo, 
Mich. 


*Trademark. 


100,000 units 


@ DODECAVITE T.S. DROPS 
(Triple Strength) 


bESCRIPTION: High potency vitamin By.» liquid. 
composition: Each cubic centimeter of Triple 
Strength Drops contains 30 mcg. of vitamin 
(as streptomyce fermentation  extrac- 
tives). 

DOSAGE AND ADMINISTRATION: Orally, as needed; 
may be given directly on the tongue or mixed in 
milk, formula, cereal or pudding. 

How suppLiep: T.S. Drops in bottles of 15 cc. 
with marked dropper. Also available are Dode- 
cavite Drops, containing 10 mcg. Bi-Bi» per 
cubic centimeter, in 15 cc. and 60 cc. packages; 
and Dodecavite Tablets, each tablet containing 
25 meg. B,. concentrate, in bottles of 30 and 100. 
propucer: U.S. Vitamin Corp., New York, N. Y. 


(Continued on page A-60) 
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in the office... 


sick people 


need nutritional support 


New Drugs and Instruments 
@ WELSH ELECTRODE 


DESCRIPTION: Designed to be used both as a 
chest and a limb electrode. When the rubber 
bulb is compressed, the cup applied to the pre- 
pared skin and the bulb released, the electrode 
will adhere firmly and comfortably. The open- 
ing of the cup is circular and 3 cm. in diameter; 
the cup is made of German silver. Electrical 
contact is made over an area nearly twice that 
covered by the flat chest electrode, and is less 
subject to variations caused by movement of the 
patient or operator. Complete information avail- 
able from: 

propuceR: Bowen & Co., Inc., Bethesda, Md. 


@ COMPENAMINE 


purpose: New salt of penicillin G. 
COMPOSITION: Generically designated as 1-ephen- 
amine penicillin G, Compenamine is the peni- 
cillin G salt of N-methyl-1,2-diphenyl-2-hydroxy- 
ethylamine. 

DESCRIPTION: Outstanding characteristic is its 
low allergenicity. 

INDICATIONS FOR USE: Therapeutically, it com- 
pares well with other forms of repository peni- 
cillin. Produces the same high plasma levels, but 
these levels are more prolonged, since Compen- 
amine is less water-soluble. 

How suPPLiED: Available in aqueous suspension 
(ready for injection), in oil, and in dry form for 
aqueous suspension. 

propucer: C. S. C. Pharmaceuticals, New York, 
m.Y. 


@ TERRAMYCIN SOLUBLE TABLETS 


DESCRIPTION: New form of the antibiotic for use 
in dressings, cough syrups and topical solutions. 
composition: Each tablet contains 50 mg. of 
terramycin hydrochloride. 

INDICATIONS FOR USE: Though designed for use 
by pharmacists in preparing special medications, 
in many cases better stability can be obtained by 
giving the patient the tablets to be crushed into 
the medication just before use. It has been 
found that terramycin from the soluble tablets is 
stable at room temperature for months in zinc 
oxide or Lassar’s paste. 

HOW SUPPLIED: Packages of 24 tablets, each in- 
dividually foil-wrapped. 

propucer: Chas. Pfizer & Co., Inc., Brooklyn, 
N.Y. 
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Whetlier vitamin deficiencies be 

acute or chronic, mild or severe, for 

_truly therapeutic dosages specify 
THERAGRAN 

Vitamin A (synthetic) 25,0 U.S.P. units” 

Vitamin D | 1,000 U.S.P. units 
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New Drugs and Instruments 
@ SEMHYTEN CAPSULES 


puRPOSE: Treatment of essential hypertension 
and as a prophylactic measure in combating 
malignant hypertension. 
coMpPosITION: Each capsule contains: 

Mannitol hexanitrate 30 mg. ( 4 gr.) 


Theophylline 0.1 gm. gr.) 
Phenobarbital 15 mg. ( % gr.) 
....-.. 
Ascorbic acid ; 15 mg. 


DOSAGE AND ADMINISTRATION: 2 capsules three 
times a day. Maintenance dose, 2 capsules twice 
a day or as indicated. 

HOW SUPPLIED: Bottles of 100, 500 and 1000 
pink-top capsules. 

propucrr: S. E. Massengill Co., Bristol, Tenn. 


@ PREMARIN® INTRAVENOUS 


purPosE: For the control of functional uterine 
bleeding. 

COMPOSITION: Conjugated equine estrogens. 
DOSAGE AND ADMINISTRATION: To be used in con- 
junction with the oral form of premarin. 

HOW SUPPLIED: In packages providing one 
Secule® containing 20 mg. of conjugated equine 
estrogens together with one 5 cc. vial of sterile 
diluent. 

PropucER: Ayerst, McKenna & Harrison, Ltd., 
New York, N. Y. 


@ POYA-PLEX 


puRPOSE: In parenteral treatment of pernicious 
anemia; pernicious anemia patients sensitive to 
liver preparations; tropical and _ nontropical 
sprue; nutritional and macrocytic anemias and 
vitamin B complex deficiency states. 
coMPosiTIon: Each cubic centimeter contains: 


Thiamine hydrochloride 100 mg. 
Panthenol (equivalent to 10 

mg. pantothenic acid) 10 mg. 
Riboflavin ........... I mg. 
Pyridoxine hydrochloride .. 1omg. 
Niacinamide ......... 100 mg. 
Crystalline vitamin By .. 15 mcg. 


Benzyl alcohol 0.02 per cent 
DOSAGE AND ADMINISTRATION: One or more cubic 
centimeters intramuscularly as required. 

HOW SUPPLIED: 10 cc. and 30 cc. vials. 
Propucer: Testagar & Co., Inc., Detroit, Mich. 


(Continued on page A-62) 
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@ PERNAEMON 


purpose: Parenteral liver therapy. 

COMPosITION: Purified beef liver offering vita- 
min B,. activity equivalent to at least 20 micro- 
grams of cyanocobalamin per cubic centimeter, 
a minimum of 15 u.s.P. units. 

DOSAGE AND ADMINISTRATION: For pernicious ane- 
mia, the average initial dose is 2 cc. per day, 
reduced to 2 cc. twice a week when blood pic- 
ture has improved. With further improvement, 
dosage can be reduced until 2 to 4 cc. per 
month is given as maintenance dosage. 

HOW SUPPLIED: 10 cc. multiple dose vials contain- 
ing a total of 200 micrograms of vitamin By, 
activity, or 150 U.s.P. units, boxes of 1 and 6. 
propucer: Organon Inc., Orange, N. J. 


@ SCRIPAC 


purpose: Thyroid therapy. 

COMPOSITION: One-grain thyroid tablets. 

How suppLiep: In cellophane strips containing 
30 one-grain tablets. 

propucer: The Armour Laboratories, Chicago, 


Ill. 


@ PANOVEMS 
(New Formula) 


DESCRIPTION: Multivitamin tablets, containing 
By, with water-soluble vitamins in separate 
layers on outer part of tablet and fat-soluble 
vitamins in inner core, surrounded by an enteric 
coating, for maximum absorption. 
composition: Each tablet contains: 


Vitamin A 5,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine hydrochloride 

US.P. 5 mg. 
Riboflavin v.s.p. 3 mg. 
Pyridoxine hydrochloride 

U.S.P. 0.5 mg. 
Calcium pantothenate I mg. 
Niacinamide v.s.p. 25 mg. 
Ascorbic acid v.s.p. 75 mg. 
Vitamin E 2 mg. 
Vitamin By v.s.P. 2.5 mcg. 


DOSAGE AND ADMINISTRATION: One or more tab- 
lets daily as needed. 

How suppigD: Bottles of 50, 100, 250 and 1000 
tablets. 

propucer: Paul Plessner Co., Detroit, Mich. 


New Drugs and Instruments 


@ PROPASA TABLETS 


DESCRIPTION: Effervescent para-aminosalicylic 
acid tablets. 

composition: Each tablet contains 1.0 gm. of 
para-aminosalicylic acid. 

INDICATIONS FOR UsE: Propasa Tablets are recom- 
mended to make large doses of PAS acceptable 
with a minimum of gastric discomfort. In some 
serious cases of tuberculosis, Propasa in com- 
bination with streptomycin is recommended for 
better therapeutic action than can be produced 
by either agent alone. 

DOSAGE AND ADMINISTRATION: Tablets dissolve 
promptly in not more than 30 cc. of water to 
form a mildly saline-tasting solution. Required 
daily dose is 15 to 20 gm. 

HOW suppLigD: Vials of 20. 

propucer: Sharp & Dohme, Inc., Philadelphia, 
Pa. 


@ KOLANTYL 


PURPOSE: Treatment of peptic ulcers. 
DESCRIPTION: Uses sodium lauryl sulfate to pro- 
vide a protective antilysozyme film in stomach- 
lining tissues. 

composition: Sodium lauryl sulfate, methyl- 
cellulose, magnesium oxide, aluminum hydroxide 
gel and bentyl hydrochloride. 

HOW suPPLIED: In tablets. 

propucer: Wm. S. Merrell Co., Cincinnati, O. 


New products approved for inclusion in this 
department but for which space is not available 
this month are listed below. Detailed descrip- 
tions of these drugs and instruments will be 
printed in subsequent issues. 


Acthar Gel—New Package (Armour Labs.) 

AO Ful-Vue Diagnostic Instruments (American 
Optical Co.) 

Baciguent—New Formula (Upjohn Co.) 

Bacillets (Abbott Labs.) 

Cyclogesterin (Upjohn Co.) 

Lyovac Plasma (Sharp & Dohme Inc.) 

Mark-On Tape (TapeMark Co.) 

Mediatric Capsules (Ayerst, McKenna & Harrison 
Ltd.) 

Normocytin—New Formula (Lederle Labs.) 

Penstrep 4:44 (Merck & Co., Inc.) 

Polycin (Pitman-Moore Co.) 

Roniacol Elixir (Hoffmann-La Roche Inc.) 

Sipremex Injectable (Ayerst, McKenna & Harrison 
Ltd.) 

Soundstripe (Bell & Howell Co.) 

Sterile Solution Warmer (Medical Instruments & 
Equipment Co.) 

Sustinex (McNeil Labs., Inc.) 


\ 
‘ 
| 
$ 
4 
3 
: 
Tee 
A-62 


intestine (by the multiple-balloon 
intubation technic*) — plus con- 
trolled clinical observations—have 
demonstrated the superiority of 
natural belladonna alkaloids (as. 
in Donnatal) over atropine alone, 
and over the newer synthetics, in 
relieving smooth muscle spasm 
with minimal side-effects. 
formula: Each tablet, each capsule. 
and each 5 cc. (1 teaspoonful) of elixir 
obromide 0.0065 mg., and 
ital (Y% gr.) 


*Kramer, P. and Inge 
Clin. North Amer. 32:1 , 1948. 


C0, In. Richmond 20 
Ethical Pharmaceuticals 


since 1878 


Donnatal’ 


y living test 
$=“ 


Your 


@ PENICILLIN DOSAGE 
FOR INFANTS 


Ouestion: Can 300,000 units of procaine penicillin 

in aqueous suspension be safely injected subcuta- 

neously in an infant 3 months of age? 
M.D.—Illinois 


ANSWER: Unless the baby has hypersensitivity to 
the preparation, this dosage should be safely in- 
jected subcutaneously. Our practice is to give 
smaller doses in young infants unless the clinical 
condition is somewhat critical, in which case the 
larger dosage may be desirable. 

IRVINE MCQUARRIE 


© TREATMENT OF 
CHOREA 


Question: Please send me latest information on 
chorea and its treatment. 


M.D.—California 


ANSWER: Sydenham’s chorea, or chorea minor, is a 
self-limited disease running a course of 6 to 12 
weeks with infrequent relapses often accompanied 
by other manifestations of rheumatic fever. It is 
characterized by involuntary movement which can 
best be appreciated by having a patient put his 
fingertips against yours and, with the arms out- 
stretched, noting the irregular movement. This, of 
course, is not necessary in the well developed case. 
The pathologic changes are found chiefly in the 
motor cortex with minor infiltrations; actually it is 
a mild type of encephalitis. 

As far as treatment is concerned, rest in bed, 
salicylates up to 10 gm. a day and Fowler’s solu- 
tion 1 cc. per day are standard, with phenobarbital 
to control the restlessness, 30 mg. four times a day. 
Sulfadiazine and penicillin have been suggested to 
reduce the incidence of bacterial endocarditis which 
is sometimes an accompaniment. 

Some promising results are being obtained with 
a combination of cortisone and ascorbic acid, but 


westlons answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. 


the dosage has not been established and failures are 
reported. Streptomycin and other antibiotics seem 
to have no particular value, with the possible ex- 
ception of aureomycin 0.25 gm. three times a day, 
which is reported by T. Maroun (Chorée et auréo- 
mycine. Rev. méd. Moyen-Orient. 8:222 [April- 
June] 1951). 
WALTER FREEMAN 


@ AEROPHAGIA 


Question: | would appreciate your advice on the 
following case: A white male bachelor, 35 years 
old, has been complaining of flatus for the past two 
or three years. His past history is noncontributory; 
he is healthy in every respect, and does physical 
labor on a farm. His weight is 160 pounds, blood 
pressure 140/80, and physically he is essentially in 
good health. His urine is normal, basal metabolic 
rate is within normal limits, but he was put on 1 
gr. of thyroid daily empirically. 

Realizing that his diet might contribute to his 
complaint, I placed him on a bland diet which he 
attempts to follow, although he does his own cook- 
ing. He thinks there has been slight improvement 
since being on the diet, but feels that there is still 
much more room for improvement. 

His therapy, in addition to his diet, has con- 
sisted of antispasmodics, antacids, hydrochloric 
acid capsules, cholagogues, liquid taka-diastase. A 
barium enema and sigmoidoscopy have not been 
done because I feel it is very unlikely that an 
organic lesion of the bowel is present. Although he 
has a simple complaint, to him it is very important 
as he is embarrassed when in the company of 
others. 

M.D.—California 


(Continued on page A-28) 
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Each 60 grains of Alsical, 
equivalent to one tea- 
spoonful, contains: 


Phenobarbital.......... 1/4 gr. 
Extract Belladonna... . ..1/6 gr. 
Calcium Carbonate. ......24 gr. 
Magnesium Oxide........ 10 gr. 
Magnesium Trisilicate... . 15 gr. 
Aluminum Hydroxide .. . 10 gr. 


Each Alsical tablet con- 
tains one-fourth the above 
quantities. Average dose, 
one teaspoonful or four 
tablets one to two hours 
after each meal and upon 
retiring. Alsical tablets are 
especially convenient for 

+ 

TP 


100 120 


A MULTIPLE APPROACH TO 
PEPTIC ULCER 


The chart above reflects the profound and prolonged 
acid-neutralizing properties of Alsical. By maintaining 
gastric hypoacidity for extended periods, Alsical leads 
to complete and sustained relief of the typical epigastric 
distress and discomfort in peptic ulcer. Because of the 
combination of desirable nonsystemic antacids em- 
ployed, alkalosis, diarrhea or constipation does not 
complicate its use. 

The favorable chemical behavior of Alsical is en- 
hanced by the anticholinergic action of belladonna, 
which reduces gastric hypermotility and pylorospasm, 
as well as hypersecretion. Sedation by phenobarbital 
allays emotional tension, so frequently a factor in 
aggravating the severity of ulcer distress. 

This multiple approach makes Alsical valuable not 
only in peptic ulcer, but also in chronic gastritis, 
gastric hyperacidity, and acute gastric distress follow- 
ing dietary indiscretions. Average dose, 1 teaspoonful 
of Alsical dissolved in 4 ounces of water three or four 
times daily, one to two hours after meals and at 
bedtime. 


Alsical is available through all pharmacies, in 
4 ounce cans and as tablets in bottles of 100. 


SMITH-DORSEY e¢ Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


A Dorsey PREPARATION 
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Your Questions Answered 


ANSWER: Individuals who have aerophagia fre- 
quently complain of passing excessive flatus. This 
fact, plus results of some experimental study, have 
led most clinicians to feel that excessive flatus usu- 
ally is associated with excessive air-swallowing, 
since a large portion of flatus passed through the 
anus is air that has been swallowed. Aerophagia 
most frequently occurs in those patients who eat 
rapidly, smoke, chew gum or tobacco or have the 
nervous habit of “gulping.” Of course, there are 
many foods that produce an excessive amount of 
gas in the bowel, such as beans and cabbage, which 
the patient might refrain from eating, if he wished. 

The patient under discussion should be ques- 
tioned concerning the possibility that he has aero- 
phagia. 


@ REMOVING 
ACNE SCARS 


Question: Could you provide me with references 
on the so-called “sandpaper technic” of minimizing 
acne scars? I recall that this work was done and 
published by a surgeon in Detroit or Buffalo. 
M.D.—Illinois 


ANSWER: The abrasive treatment for eradication of 
acne scars was originally devised for the removal 
of tattoos resulting from land mine explosions dur- 
ing World War II. 

An excellent description of the technic can be 
found in an article by Dr. Preston C. Iverson of 
Philadelphia (Surgical removal of traumatic tat- 
toos of the face. Plast. & Reconstruct. Surg. 2 [No. 
5] September 1947). 

Another reference is to the article by Dr. Wil- 
liam G. McEvitt of Detroit (Treatment of acne 
pits by abrasion with sandpaper. J.A.M.A. 142 
[March 4] 1950). 


BEDFORD SHELMIRE 


@ ESTIMATING 
BLOOD VOLUME 


Question: In estimating blood volume by the Evans © 


dye-hematocrit method, one needs to know the 
patient’s normal and present weight. In the very 
obese and very thin and in other states, one uses 
surface area correlations. Can you supply hypo- 
thetical examples illustrating what a patient’s “nor- 
mal” weight is? For example, a man 6 feet tall 
who weighs 240 pounds—from tables, his normal 
weight should be 200 pounds. What does one use 
as his normal weight in computing blood volumes? 


A-28 


Where can I find information dealing with “the 
other states,” e.g., marked thinness or obesity? 
Where can I find surface area and height-age- 
weight correlations? 
M.D.—Ontario 


ANSWER: The questions raised cannot be answered 
categorically as there are a number of methods of 
expressing the blood volume based on different 
units. In general it is best to express the blood vol- 
ume in terms of milliliters per kilogram of body 
weight. It is true that in the very thin or the very 
obese these values vary from the normal but cer- 
tainly in the obese one cannot escape the fact that 
the excess adipose tissue contains a certain amount 
of blood, and that cannot be ignored. 

There are a number of tables recording so-called 
normal weights on the basis of height, age and 
sex; however, the selection of any one of these 
tables must be on an arbitrary basis. For a discus- 
sion of this general problem, the questioner is re- 
ferred to: Rowntree, L. G., Brown, G. E. and 
Roth, G. M.: The Volume of the Blood and Plasma 
in Health and Disease. Philadelphia, W. B. Saun- 
ders Company, 1929, p. 219. 


@ PAINFUL 
CHILBLAINS 


Ouestion: What is the best form of treatment for 
patients with very painful chilblains? A young 
woman, 23 years of age, otherwise well, suffers 
unduly during our cold winter. I have tried mas- 
sive doses of vitamin B as well as ordinary hygienic 
procedures. The patient is well during the summer. 


M.D.—Saskatchewan 


ANSWER: The best means of avoiding the symp- 
toms of pernio is to protect the patient against 
exposure to chilling. This obviously would be very 
difficult for a patient living in Saskatchewan. Once 
a patient has developed severe chilblains, for prac- 
tical purposes he can be considered sensitive to cold 
for the remainder of his life. Sympatholytic drugs 
such as PRIScOLINE® in doses of 25 mg. four times 
daily may be of some aid in protecting against 
vasospasm. Unless extremely severe, sympathec- 
tomy should probably be deferred as a last resort. 
In frank frostbite, the limb should be treated asep- 
tically, the patient should be given heparin, and 
also penicillin parenterally. Any thawing should be 
done at room temperature with the limb at rest, 
and without the use of snow or ice. 
HOWARD E. HEYER 
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NEW 


Aminodrox now makes it possible to dis- 
card the inconvenience and potential haz- 
ards of non-emergency parenteral amino- 
phylline. Besides its use as a diuretic, it 
is now feasible to use ora/ aminophylline 
therapy in the treatment of congestive 
heart failure, bronchial and cardiac asth- 
ma, status asthmaticus, and paroxysmal 
dyspnea. 

*Cronheim, G., Justice, T. T., and K Kine, } S., Jr.. A New Ap- 


proach to Increasing Tolerance of be 
published. 

*Justice, T. T., Allen, G., and Cronheim, G., Studies with 
Two New Preparations—to be published hed 

*%*Waxler, S. and Schack, J. A., Administration of Aminophyl- 
line, J. A. M. A. 143:8, Seio, june 1950 (This study does not 
refer to Aminodrox.) 


36 gr.aminophylline 
a day/. ORALLY 


Aminodrox,a tablet containing colloidal 
aluminum hydroxide with 1 1/2 or 3 gr. 
of aminophylline provides what the med- 
ical profession has been looking for-a 
dependable method of oral administration 
of aminophylline in doses large enough to 
produce the same high blood levels ob- 
tainable with parenteral administration. 


This is possible with Aminodrox because 
gastric disturbance is avoided. 


Several studies* attest to the large dose tolerance of 
Aminodrox. A dose of 36 grains daily produced 
blood levels Aigher than would be customarily aimed 
at with parenteral administration. In hospitalized 
patients on this excessively massive dosage, only 
27 % showed gastric distress. Contrast this to the 
42 % intolerance to plain aminophylline with only 12 
gtains a day. Another group of patients on 15 
grains daily of aminophylline-administered as Ami- 
nodrox—showed excellent tolerance to this dosage 
and blood levels well in the therapeutic range hither- 
to obtainable only by injectable** aminophylline. 


aminodrox 


for effective oral 
aminophylline therapy 


\ SEMassengill \ 


Bristol, Tennessee 


SEND FOR DETAILED LITERATURE 
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REPORTS FROM 


broad 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


MADRID 


Seventh Spanish Congress of Pediatrics— 
The National Congress of Pediatrics is to be held 
in October in Barcelona. The following four sub- 
jects will be discussed: 

1. Tuberculosis prevention by BCG vaccination. 

2. Visceral leishmaniasis in childhood. 

3. Growth: physiopathology and methods for its 
study; pathologic growth, diagnosis and treatment. 

4. Results of modern treatment in tuberculosis 
of bones and joints in childhood. 

Free communications will be admitted on: (1) 
hemolytic and hemorrhagic diseases of the new- 
born, (2) antibiotics in pediatrics (except penicil- 
lin, streptomycin and chloramphenicol in typhoid 
fever), (3) abdominal tumors in childhood, (4) 
school hygiene and problems of infantile psychop- 
athies, (5) protection for foundlings. 


Medicine in Spain—Medical studies are pur- 
sued in the medical schools of Madrid, Barcelona, 
Valencia, Sevilla, Zaragoza, Granada, Salamanca, 
Valladolid, Santiago and Caédiz. After seven 
courses—a year each—students receive the degree 
of Licenciado (licensed), another supplementary 
course being necessary to obtain the degree of Doc- 
tor, which is not required for medical practice but 
for certain activities such as teaching. 

All practitioners must be affiliated with the 
medical college in their respective provinces. This 
agency has charge of all regulations for private 
practice, dealing both with relations between physi- 
cians and relations between physicians and their 
patients. Income taxes are paid by practitioners 
through their college. 

No special requisites are needed for specialized 
private practice. A new university law sets ade- 
quate supplementary courses and diplomas for 
specialties but this part is not yet active. 


All official and private medical activities are 
under the control of the General Direction of 
Health (included in the Department of the In- 
terior), which deals directly with most official 
medical care, both preventive and curative, and 
also supervises the National Council of Medical 
Colleges. 


LONDON 


Coal and cortisone—‘“| find it difficult,” said 
Mr. Atlee, the ex-Prime Minister, speaking at 
Oxford, “to connect a cut in education with the 
position of the sterling balances.” He ought to 
read an article in the British Medical Journal by 
Dr. Ffrangcon Roberts, radiologist at Cambridge 
and one of the few really original thinkers among 
English doctors, entitled “Coal and Cortisone.” 

Dr. Roberts points out—in a blunt, uncompromis- 
ing manner that would be understandable by any 
first-year economics student, far less by an ex- 
Prime Minister—that the cost of the Natignal 
Health Service is usually ex 
that we tend to forget that 
money is to buy labor anc ow mater 
that, if these are not fort 
amount, money is of no iedical labox , 
whether used directly in the treatment of the sick 
or indirectly in the production of drugs and equip- 
ment for their benefit, is drawn from a pool com- 
mon to all forms of labor, including the part 


engaged in export trade, upon which the survival 
of Britain depends. Even if a satisfactory market 
for exports continues, the English standard of 
living will depend on the maximum 2@! oration of 


labor to industry. The facts have to be 1accd—ihe 

numbers engaged in the Health Service must be 

determined, not by national needs, but by national 
(Continued on page A-36) 
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Easily and Well 
Not Slip Creep 


Fatty acid salts in the 

zinc caprylate— 

reduce skin maceration and ee deposit and retard 


, the growth of bacteria and fungi. Write for results 
\, of clinical tests. 


Prove it to Yourself- 


Write for a FREE spool of Pro-Cap. If you are irri- 
tated easily by plaster, make a side-by-side patch 
test on your forearm using Seamless Pro-Cap and 
any other adhesive plaster. Leave tape on 48 hours 
—see the difference! Prove to yourself that Seamless 
Pro-Cap causes little or no skin irritation. 


SURGICAL ‘pansion 
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Reports from Abroad 


earnings abroad. If these decline, the Health Serv- 
ice must suffer. If the English people want more 
cortisone they must dig and sell more coal. There 
is no other way. Those who wail against any cuts 
are crying for the moon, and politicians, to what- 
ever party they belong, who promise that there will 
be no cuts in the Education Service or the Health 
Service are promising the moon. 


Crowd psychology, elections and war—In a 
recent monograph entitled “On the Objective Study 
of Crowd Behavior,” L. S. Penrose, professor of 
eugenics at University College, London, and for- 
merly director of psychiatric research, Ontario, 
Canada, discusses some concepts used by students 
of crowd psychology with a view to expanding 
knowledge of the static and dynamic mechanisms 
involved in the spread of ideas in populations. He 
points out that a change of opinion among a few 
may easily alter the attitude of the whole group, 
and that in a committee or electorate, where demo- 
cratic principles are accepted, if most of the voters 
are indifferent or divided in opinion in a random 
manner, it is comparatively easy for a surprisingly 
small set of resolute members to control almost 
every decision. The proportion of the electorate 
needed in the resolute bloc, in order to exercise 
any given degree of control, decreases with the 
size of the group; this proportion is, in fact, related 
inversely to the square root of the number of in- 
different voters. Thus, to obtain a majority in 99.9 
per cent of decisions, a bloc of 15 is necessary in a 
group of 25, but of only 150,000 in a crowd of 
2500 million “indifferent” voters—the successful 
control by a small minority bloc depends, of 
course, on the remainder of the voting population 
being indifferent and not itself organized into 
blocs. 

In examining, for example, the results of the 26 
U.S. presidential elections from 1844 to 1944, Pro- 
fessor Penrose concludes that the U.S. electorate 
does not vote as random units but as blocs, and 
that in the first 15 of these elections there were 
15,245 blocs of about 29,000 voters each, whereas 
in the last 11 there were only 28 blocs of 1,034,- 
ooo each; from this he deduces that as a population 
grows larger it may coagulate into blocs more 
easily. The results also show a tendency for a 
swing to occur at regular intervals in favor of one 
or other party, which may reflect the development 
of immunity to the political ideas of the party in 
power. 

In discussing war as a form of crowd activity, 
Professor Penrose classes it as a disruptive activity 


and agrees with Dr. Brock Chisholm of W.H.O. 
that “We must discard warfare as an obsolete 
behavior pattern.” Professor Penrose suggests that, 
the pathologic nature of war being granted, its 
natural history can be deliberately studied with a 
view to prevention with the same energy that has 
been successfully applied to such diseases as plague, 
cholera and tuberculosis, and that the study of war 
from the epidemiologic point of view may well 
offer some hope for the future. 


British physician on rheumatism in U.S.A. 
—Dr. Duthie, senior lecturer on rheumatic dis- 
eases at the Edinburgh Medical School, has just 
been reporting on his recent tour of rheumatic cen- 
ters in the United States, with a fellowship from 
the World Health Organization. He points out 
that few of the physicians who have made a special 
study of rheumatic diseases in the United States 
have direct charge of beds. This arrangement 
arises from the belief held by most physicians in 
America that the chronic rheumatic diseases form 
an integral part of the field of general medicine, 
and that their segregation in special wards or 
units would be a retrograde step, leading to undue 
specialization on the part of physicians in charge 
of such units, to their detriment as general physi- 
cians. But experience in Britain suggests that from 
the point of view of the arthritic patient there is a 
real need for a limited number of such special 
units, where the problems of treatment can be 
studied and research carried on under unified 
control. 

There are in fact a certain number of beds 
available in America to enable selected patients 
to be admitted for long-term study and treatment, 
20 of them at the Massachusetts General Hospital 
under the charge of Dr. Walter Bauer, and there 
are also some 30 beds available for rheumatic 
patients in the public wards of the Peter Bent 
Brigham Hospital, Boston. Dr. Duthie praises the 
activities of the Arthritis and Rheumatism Founda- 
tion, especially its New England chapter, which 
has a full time medical director, advised by a 
medical and scientific committee; he feels that the 
Foundation should do much to better the lot of 
sufferers from rheumatism in the United States. 

The advent of cortisone and ACTH has done 
much to arouse interest in chronic rheumatism in 
the United States and has resulted in considerable 
sums of money becoming available for research. 
However, Dr. Duthie believes that, owing to the 
structure of hospital organization and the rising 
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Reports from Abroad 


cost of inpatient treatment in the United States, 
there are too few hospital beds available for severely 
affected patients requiring more detailed study and 
prolonged treatment. Dr. Duthie points out that 
experience in the use of cortisone and ACTH in 
the clinical field has far outrun the advance in 
knowledge of their mode of action in the rheu- 
matic diseases. It is a reflection of the difficulty of 
the problem that several years of intensive research 
in many centers all over the world has shed very 
little light on the fundamental mechanism whereby 
adequate amounts of the steroid hormones can 
largely suppress the manifestations of the disease 
process. 


AMSTERDAM 


Anniversary of invention of plaster of Paris 
bandage—Dr. Antonius Mathijsen, a Dutch Mili- 
tary Medical Officer, invented the plaster of Paris 
bandage toward the end of 1851. The final issue 
of the 1951 edition of the Dutch Military and 
Medical Journal (Nederlands Militair Geneeskun- 
dig Tijdschrift) was entirely dedicated to him. 

Mathijsen, born in 1805, was the son of a general 
practitioner ai Budel, a small village in the south 


of the Netherlands. Toward the end of 1851 the 
idea occurred to him to use plaster of Paris as a 
permanent bandage for fractured bones. Gypsum 
was already known to the medical world, but 
Mathijsen developed the medical application of it 
in the form it is now used. He reported his in- 
vention in the Netherlands medical literature in 
1852, and in 1854 he published his French bro- 
chure: “Du bandage platré et de son application 
dans le traitement des fractures (Liége, Imprimerie 
de Grammondt-Donders). 

In 1876 Mathijsen demonstrated his plaster of 
Paris bandage at the International World Exhibi- 
tion at Philadelphia, where he was awarded the 
gold medal “for original invention and for the 
great practical value thereof.” 

Although in the first years after his invention 
the plaster of Paris bandage was sometimes called 
the Mathijsen bandage, its inventor is now no 
longer well known abroad. The Dutch people hon- 
ored the inventor with a simple monument in his 
birthplace, Budel. 

In 1878 Mathijsen died at Hamont, a Belgian 
village near the Dutch-Belgian frontier; on his 
tombstone one can read that this is the grave of 
the inventor of the plaster of Paris bandage. 
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The Macmillan Company, publishers of 


the popular Cornell Conferences on 
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in book form 
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QUARTER CENTURY 


wh “SANBORN?” electrocardiograph has come a long 
way — from the pioneer days of the early model “string” 
Ecgs, through those of the “amplifier-photographic” types, 
right up to the present-day “direct writer.” 

Many remember how Sanborn’s introduction of its 
*Cardiette” in 1935 virtually revolutionized the taking of 
*cardiograms, and set many new “standards” to be followed. 

And, everyone today is familiar with the leadership es- 
tablished by the direct-writing Viso-Cardiette, and the 
two- and four-channel “Visos” subsequently designed for 
biophysical research. 

This is the kind of experience and reputation that gives 
you the assurance and confidence you like to feel when you 
buy a piece of important equipment, such as an electro- 
cardiograph — such as a Viso-Cardiette! 


Descriptive literature, and information on the 


famous Sanborn 15-day no-obligation Trial 
Plan will be gladly sent on your request. 
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& SURGICAL CARE 


By Robert Elman, M.D., Professor of Clinical 
Surgery, Washington University School of 
Medicine, St. Louis. 1951, Appleton-Century- 
Crofts, Inc., New York. $8.00. 


Dr. Elman presents the broad and important 
problem of care of the surgical patient out- 
side the operating room. In the past decade 
these problems have been brought into clearer 
focus by a sounder understanding of the un- 
derlying physiologic alterations that attend 
surgical disease, and a positive rational basis 
for therapy now exists. The material is docu- 
mented by an extensive bibliography. 
A. J. K. 


& TONSIL AND ALLIED 
PROBLEMS 


By Roy H. Parkinson, M.D., Chief of Eye, Ear, 
Nose and Throat Department, St. Joseph's 
Hospital, San Francisco. 432 pages with 250 
figures. 1951, The Macmillan Company, New 
York. $12.00. 


A very complete text covering the subject in 
question, and many ramifications such as 
detailed anatomy, various types of neuralgia 
associated with the throat, and neoplasms as- 
sociated with the tonsillar region. Not the 
sort of book one is apt to read through at 
a sitting. It would be valuable for anyone 
doing many tonsillectomies to have at hand 
to consult in particular problems. 
R. E. P. 


TEXTBOOK OF REFRACTION 


By Edwin Forbes Tait, M.D., Associate Profes- 
sor of Ophthalmology, Temple University School 
of Medicine. 418 pages with 93 figures. 1951, 
W. B. Saunders Company, Philadelphia & Lon- 
don. $8.00. 


Written primarily for students preparing for 
practice in the field of ophthalmology, the 
text covers the subject of refraction in detail. 
Considerable space is also devoted to neuro- 
muscular anomalies and orthoptics. 

The author expresses interesting ideas con- 
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cerning the use of bifocals. He advocates 
their occasional use in the case of “ciliary 
hypertonus.” Bifocals are employed routinely 
in progressive myopia and frequently in cases 
of strabismus of the accommodative type. In 
disagreement with those who feel that occlu- 
sion must be continuous to be effective, Dr. 
Tait feels that intermittent occlusion is very 
satisfactory in young children who would 
otherwise run the risk of accident while 
stumbling about partially blind. 

The author describes his method of dy- 
namic retinoscopy utilizing his own skia- 
scope. 

The final chapter summarizes, in outline 
form, the procedures discussed in the text- 
book and interprets and correlates results. 

P. B. J. 


FLUID BALANCE 


By Carl A. Moyer, M.D., Professor of Surgery, 
Washington University School of Medicine. 191 
pages. 1952, The Year Book Publishers, Inc., 
Chicago. $3.75. 


Diagnostic signs of fluid imbalance include 
thirst, urinary output, specific gravity of 
urine, concentration of sodium chloride and 
of plasma electrolytes, concentration of red 
cells and plasma protein and body weight. 
Dr. Moyer tells how to determine difficulties 
and what to do about them and supplies case 
reports. 
M. F. 


& CLINICAL HEART DISEASE 


By Samuel A. Levine, M.D., Clinical Professor 
of Medicine, Harvard Medical School. Ed. 4. 
556 pages. 1951, W. B. Saunders Company, 
Philadelphia & London. $7.75. 


Newer advances in surgery of the heart, a 
revolution in the treatment of bacterial en- 
docarditis, the use of anticoagulants in cor- 
onary thrombosis, catheterization of the heart 
in diagnosis, and many new discoveries in 
electrocardiography. Much wise advice by a 
noted clinician. 
M. F. 
(Continued on page A-52) 


“This is a valuable reference book and may be read - 
profitably by both internist and general practitioner. Since ; 
it stresses general principles and gives detailed plans 
of treatment, it is superior to the “cookbooks” which 
| contain mere outlines of therapeutic procedures.” 


SOUTHERN MEDICAL JOURNAL, March, 1952 
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by Dr. Evans and 52 collaborators. : 
Each contributor has written of actual 
methods which he practices — so that 
the book is entirely clinical. 

All recognized clinical entities — 
their diagnosis and treatment — are oe 
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tages for the patient are considered 
throughout. In cases where a patient 
may be restored to complete health in 
accident or disease, full instructions are 
here. In chronic disease, methods to 
keep him in activity compatible with 
his condition are given. 


It is thorough — representing many % 
opinions and vast knowledge — which 
have been well correlated by a very , 
capable editor. By consensus of all col- x 


laborators it has been arranged in al- 

phabetical order — but there are 66 

pages of excellent index that make it 

very easy to use. 

Edited by GEOFFREY EVANS, M.D., F.R.C.S.P., Consulting 
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> THE PATHOGENESIS 
OF TUBERCULOSIS 


By Arnold R. Rich, M.D., Baxley Professor of 
Pathology, Johns Hopkins University, Baltimore. 
Ed. 2. 1,028 pages with 8g illustrations. Spring- 
field, Illinois, Charles C Thomas, 1951. $15.00. 


When the first edition of 
this book was published in 
1944, it became at once and 
has remained the most com- 
prehensive and authoritative 
treatise available on all that is 
implied by its title. It has in 
fact become the vade mecum 
for the experimentalist con- 
cerned with the complex and frequently puzzling 
problems of the host-parasite relationship which 
in tuberculosis had incited the curiosity of investi- 
gators even before Koch discovered the causative 
organism. Further evidence of the need for and 
the importance of this book is attested to by the 
demand for a Spanish translation which has been 
provided. 

In preparing the new or second edition the 
author has retained in all respects the subject out- 
line and the format of the initial edition. The text 
has been increased by 20 pages as a consequence 
of including the pertinent material from a total of 
83 new references, the majority of which repre- 
sent publications that appeared since the first edi- 
tion was published. 

Although the contents of the book are of particu- 
lar importance to the experimentalist, it is not to 
be assumed that the interests and needs of others 
concerned with the problems of tuberculosis have 
been neglected. The internist, the surgeon, the 
pediatrician, the pathologist, the sanatorium physi- 
cian and the public health worker will each find 
an abundance of important and useful informa- 
tion. Such subjects as “Natural Resistance” to tuber- 
culous infection, “Hypersensitivity,” “Desensitiza- 
tion,” “Acquired Resistance,” “The Factors that 
Influence Resistance,” “Factors Responsible for the 
Characteristics of Tuberculous Lesions and Symp- 
toms,” the question of exogenous and endogenous 
infections, the pathogenesis of pulmonary and 
meningeal tuberculosis, the factors influencing the 
decline in mortality from tuberculosis and the out- 
look for the future provide a wealth of authorita- 
tive material presented with scholarly objectivity 
and with conservative conclusions. 


Dr. Rich properly takes to task those who too 


frequently indulge in premature and unjustified 
optimism over the likelihood of tuberculosis becom- 
ing a vanishing disease as a consequence of the 
progressive decline in mortality. He insists, on the 
evidence provided by roentgenographic surveys and 
tuberculin tests, that infection with tubercle bacilli 
is still widespread. He expresses the belief that the 
declining mortality of tuberculosis is perhaps sig- 
nificantly associated with the increasing improve- 
ment in living conditions. 

Notwithstanding that there has been and con- 
tinues to be a gratifying reduction in the mortality 
rate from tuberculosis, the fact remains that this 
disease is still the most common cause of death dur- 
ing the age period of 15 to 45 years. That Rich 
views this question with practical realism is re- 
vealed in the last sentence of his book. This reads: 
“The disease that still kills more than twice as 
many individuals as any other single cause of 
death during this particularly productive and en- 
joyable period of the life span can hardly be jubi- 
lantly regarded as being ‘nearly conquered.’ ” 

The bibliography of the book is one of its most 
valuable features. It consists of 1500 titles which 
were carefully selected from what has become the 
overwhelming literature of tuberculosis. There is 
also an author index with numbers opposite each 
name referable to the bibliography. 

As usual, the publisher, Charles C Thomas, has 
provided a fine example of the bookmaker’s art. 

W. H. F. 


> TUMORS OF THE SKIN 


By Joseph Jordan Eller, M.D., New York City Hos- 
pital, and William Douglas Eller, M.D., University 
Hospital, New York-Bellevue Medical Center. Ed. 
2. 697 pages with 550 illustrations and 3 color 
plates. 1951, Lea & Febiger, Philadelphia. $15.00. 


At first glance, one has the impression that this 
volume is far too large for what appears to be a 
very limited subject. In going over the text, how- 
ever, one finds that the subject is a broad one. 
Tumors of the skin are completely covered in all 
details, including accurate descriptions of the gross 
characteristics of cutaneous tumors with aids for 
their correct diagnosis. Also included are micro- 
scopic features and figures on the incidence of the 
various skin tumors. Most of these phases are well 
illustrated with more than one photograph of 
typical as well as unusual features of the individual 


(Continued on page A-54) 
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Four new medical texts 
every physician should own 


PSYCHIATRY AND MEDICINE 


By LESLIE A. OSBORN, M.D., Professor of Psychiatry, University of Wisconsin Medical School. 494 pages, 
6 x 9, $7.50. 


This text is designed to function as a primer of psychosomatics for the general practitioner who desires a 
further understanding of the interrelationship of psychiatry and medicine in his practice. Dealing with 
personal and interpersonal factors as they affect health, the book presents a careful study of clinical 
methods and therapy as applied to medical practice. 


PSYCHIATRY AND CATHOLICISM 


By JAMES H. VANDERVELDT, O.F.M., PH.D. and ROBERT P. ODENWALD, M.D., F.A.P.A., both of the 
Catholic University of America, Washington, D.C. 500 pages, 6 x 9, $5.00. 


Based on the premise that psychiatry as a diagnostic and therapeutic agent need not encroach upon man’s 
spiritual existence, this book sets forth the approved Catholic ‘position on the value and place of psychiatry 
in modern life. It should be on the desk of every doctor who attends Catholic patients. 


SURVEY OF CLINICAL PEDIATRICS 


By LAWRENCE B. SLOBODY, M.D., Professor of Pediatrics, New York Medical College; Director of 
Pediatrics, Flower and Fifth Avenue Hospitals. 471 pages, 6 x 9, $7.50. 


This reference book presents an up-to-date survey of the essentials of pediatrics in compact or outline 
form. Since the general practitioner, rather than the specialist, handles the majority of pediatric cases, he 
will appreciate this concise and inclusive source of information. 


PHYSICAL REHABILITATION FOR DAILY LIVING 


By EDITH BUCHWALD, M.A., with DRS. HOWARD A. RUSK, GEORGE G. DEAVER, and DONALD A. 
COVALT. 200 pages, 8'2 x 11, 475 photographs, $7.50. 


Based on the program developed at the University of New York-Bellevue Medical Center, and written in 
non-technical language, this book outlines, with 475 photographs, a basic exercise and daily activity pro- 
gram for patients with disabilities of the lower extremities. Physicians will want to recommend this book 
to their patients as a guide in their rehabilitation. 
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tumors. The effort is made to avoid presentation 
of only the dramatic and the startling. Recom- 
mended forms of treatment are given for the 
various lesions and are offered in order of prefer- 
ence. The premalignant and malignant lesions of 
the skin are covered particularly well. There is a 
thorough coverage of all cutaneous tumors includ- 
ing the rare ones and those which have been de- 
scribed only recently. 

All the therapeutic aspects are handled in an 
ambitious fashion, even to the extent of outlining 
surgical approach. Where it is not possible or prac- 
tical to use photographs to point out details of 
treatment, accurate drawings are given. 

I. F. 


Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


Diagnostic and Experimental Methods in Tuber- 
culosis. By Henry Stuart Willis, M.D., Superintendent and 
Medical Director, North Carolina Sanatoria, McCain, North 
Carolina, and Martin Mare Cummings, M.D., Director, 
Tuberculosis Research Laboratory. Lawsons Veterans Ad- 
ministration Hospital, Chamblee, Georgia. Ed. 2. 394 pages 
with 43 illustrations. 1952, Charles C Thomas, Springfield, 
Illinois. $10.00. 


The Merck Index of Chemicals and Drugs: An En- 
cyclopedia for the Chemist, Pharmacist, Physician, and 
Allied Professions. Ed. 6. 1,167 pages, covering more than 
8000 descriptions, more than 2000 structural formulas and 
about 20,000 names of chemicals and drugs. 1952, Merck 
& Co., Inc., Rahway, New Jersey. Regular edition $7.50; 
thumb-index edition $8.00. 


Cardiac Emergencies and Heart Failure. By Arthur 
M. Master, M.D., Cardiologist, Mt. Sinai Hospital, New 
York; Marvin Moser, M.D., Walter Reed Army Hospital, 
Washington, D.C., and Harry L. Jaffe, M.D., Adjunct 
Physician, Cardiology, Mt. Sinai Hospital, New York. 159 
pages with 13 illustrations. 1952, Lea & Febiger, Philadel- 
phia. $3.00. 


Urological Pathology. By Peter A. Herbut, M.D., 
Professor of Pathology, Jefferson Medical College; Director 
of Clinical Laboratories, Jefferson Medical College Hospital, 
Philadelphia. Two volumes. 1,222 pages and complete index 
in both volumes; 527 illustrations, 2 in color. 1952, Lea & 
Febiger, Philadelphia. $24.00. 


Clark’s Applied Pharmacology. By Andrew Wilson, 
M.D., Ph.D., F.R.F.P.S., Reader in Applied Pharmacology, 
University of London and University College Hospital Medi- 
cal School; and H. O. Schild, M.D., Ph.D., D.Sc., Reader 
in Pharmacology, University of London; with the editorial 
assistance of Arthur Osol, Ph.G., B.Sc., M.Sc., Ph.D., Profes- 
sor of Chemistry and Director of the Chemistry Department, 
Philadelphia College of Pharmacy and Science. Ed. 8. 691 
pages with 120 illustrations and 47 tables. 1952, The Blaki- 
ston Company, Philadelphia, New York & Toronto. $7.00. 


Current Therapy 1952. Editor: Howard F. Conn, M.D. 
Consulting Editors: M. Edward Davis, Vincent J. Derbes, 
Garfield G. Duncan, Hugh J. Jewett, William J. Kerr, 
Perrin H. Long, H. Houston Merritt, Paul A. O'Leary, 
Walter L. Palmer, Hobart A. Reimann, Cyrus C. Sturgis 
and Robert H. Williams. 849 pages. 1952, W. B. Saunders 
Company, Philadelphia & London. $11.00. 


Etiology and Diagnosis in the Treatment of In- 
fertility in Men. By Robert S. Hotchkiss, M.D., Professor 
and Chairman, Department of Urology, New York Univer- 
sity Post-Graduate Medical School, New York. 73 pages, 
illustrated. 1952, Charles C Thomas, Springfield, Illinois. 
$2.50. 


Neurosurgery; An Historical Sketch. By Gilbert Horrax. 
M.D., Chief of Neurosurgical Service, The Lahey Clinic, 
Boston. A monograph in American Lecture Series. 135 pages 
with 69 illustrations. 1952, Charles C Thomas, Springfield, 
Illinois. $3.75. 


Refraction Correlated with Optics and Physiologi- 
cal Optics and Motility Limited to Heterophoria. By 
Walter B. Lancaster, M.D., Boston. 342 pages with 106 illus- 
trations. 1952, Charles C Thomas, Springfield, Illinois. 

7-75- 

The Human Blood Groups. By P. H. Andresen, M.D., 
Chief, Municipal Blood Bank, Bispebjerg Hospital, Copen- 
hagen, Denmark. 114 pages. 1952, Charles C Thomas, 
Springfield, Illinois. $3.75. 


Living in Balance. By Frank S. Caprio, M.D. 246 
pages. 1952, The Arundel Press, Inc., Washington, D.C. 
$3.75. 


Office Endocrinology. By Robert B. Greenblatt, M.D., 
Professor of Endocrinology, Medical College of Georgia. 
Ed. 4. 545 pages with 276 illustrations. 1952, Charles C 
Thomas, Springfield, Illinois. $10.50. 


Preventive Medicine and Public Health. By Wilson 
G. Smillie, M.D., Professor of Public Health and Preventive 
Medicine, Cornell University Medical College, New York. 
Ed. 2. 603 pages. 1952, The Macmillan Company, New 
York. $7.50. 


The Pathology of Diabetes Mellitus. By Shields 
Warren, M.D., New England Deaconess Hospital and Har- 
vard Medical School; and Philip M. LeCompte, M.D., Faulk- 
ner Hospital and Harvard Medical School, Boston. Ed. 3. 
336 pages with 12 illustrations and 3 plates in color. 1952, 
Lea & Febiger, Philadelphia. $7.50. 


Surgical Gynecology. By J. P. Greenhill, M.D., Cook 
County Graduate School of Medicine, Chicago. 350 pages, 
illustrated. 1952, The Year Book Publishers, Inc., Chicago. 
$8.50. 


Handbook of Cardiology for Nurses. By Walter 
Modell, M.D., Cornell University Medical College, New 
York. 246 pages. 1952, Springer Publishing Co., Inc., New 
York. $3.50. 

Standard Values in Blood. Edited by Errett C. Albrit- 
ton, M.D., George Washington University Medical School, 
Washington, D.C. Obtainable from the Office of Technical 
Services, Department of Commerce, Washington, D. C. 


Surgery and the Endocrine System. By James D. 
Hardy, M.D., University of Tennessee Medical College. 153 
pages with 43 figures. 1952, W. B. Saunders Company, 
Philadelphia & London. $5.00. 
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DRUGS AND 


@ HYDROCORTONE 


PuRPOsE: Treatment of rheumatoid arthritis and 
osteoarthritis. 

composition: Hydrocortisone acetate (Kendall’s 
compound F). 

DESCRIPTION: Closely related chemically to corti- 
sone, Hydrocortone has been shown to be par- 
ticularly useful when it is desirable to treat only 
one or a few arthritic joints. May also be used 
as a supplement to maintenance therapy with 
corToNE® in rheumatoid arthritis, for added 
relief in patients with severely involved joints. 
propucer: Merck & Co., Inc., Rahway, N. J. 


@ VI-MIX 
DROPS 


purpose: Multiple vitamin drops—new packag- 
ing method. 

DESCRIPTION: By separate bottling of two groups 
of essential vitamins, potency is protected with- 
out refrigeration from the date of manufacture 
until the ingredients are mixed prior to use. 
Essential vitamins which remain stable in solu- 
tion are in one of two bottles. The other con- 
tains a dry powder of those necessary vitamins 
which best retain their stability when kept dry. 
Before use, the formula is completed by pour- 
ing the liquid into the powder. 

propuceRr: Eli Lilly and Co., Indianapolis, Ind. 


@ LIQUID 
TETRACILLIN* 


purpose: Penicillin-sulfonamide combination. 
composition: Each teaspoonful (5 cc.) contains 
100,000 units of crystalline penicillin G_potas- 
sium and 0.167 gm. each of sulfadiazine, sulfa- 
merazine and suLFAMETHAZINE® (total 0.5 gm. 
sulfonamides). 

propucer: Schenley Laboratories, Inc., Lawrence- 
burg, Ind. 


*Trademark. 
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Information published 
in this department 

is supplied by 

the manufacturers of 
the products described. 


@ PICKER CORNER 
CUTTER 


purpose: X-ray film corner cutter. 

DESCRIPTION: Features of this cast metal, hand- 
operated cutter include chrome-plated film 
guides and a transparent guard. Cuts film cor- 
ner cleanly on a circular arc. 

propucer: Picker X-Ray Corporation, White 
Plains, N.Y. 


@ KOLIFOL 


purPosE: Lipotropic therapy. 
coMPosiTIoN: Each, capsule contains: 


dl-Methionine . ....1§0 mg. 
Choline bitartrate 200 mg. 
Pyridoxine hydrochloride 3 mg. 
Vitamin By, crystalline v.s.p. I meg. 
Folic acid 0.5 mg. 


PRODUCER: Jackson-Mitchell Pharmaceuticals, 
Inc., Los Angeles, Calif. 
(Continued on page A-62) 
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New Drugs and Instruments 


@ BICILLIN 


puRPOsE: New salt of penicillin for oral use. 
COMPOSITION: Two parts penicillin and one part 
N,N’-dibenzyl-ethylenediamine. 

HOW SUPPLIED: In aqueous suspension. 
propucer: Wyeth, Inc., Philadelphia, Pa. 


@ RONIACOL 
ELIXIR 


purpose: Liquid vasodilator. 

coMPosiTION: Provides 50 mg. of Roniacol per 
teaspoonful in a wine-flavored vehicle. Chemi- 
cally, Roniacol is beta-pyridyl-carbinol (the al- 
cohol corresponding to nicotinic acid). 
propucer: Hoffmann-La Roche, Inc., Nutley, 
N. J. 


@ GEVRAL* 
CAPSULES 


PURPOsE: Geriatric vitamin-mineral supplement. 
COMPosITION: Contains, in addition to the stand- 
ard multivitamins, such elements as folic acid, 
vitamin E, vitamin B,», boron, rutin, copper, 
phosphorus, manganese and iodine. 

DOSAGE AND ADMINISTRATION: Dry-filled capsules 
may be cut open and the dry powder sprinkled 
on cereals or fruits for patients who are unwill- 
ing to take capsules. 

HOW SUPPLIED: Bottles of 100, 250 and 1000. 
propucerR: Lederle Laboratories Division, Ameri- 
can Cyanamid Company, New York, N.Y. 


*Trademark. 


@ NEOMYCIN 
SULFATE 


PurPosE: Antibacterial for topical use. 
DESCRIPTION: Obtained from soil cultures, Neo- 
mycin Sulfate is active against a variety of gram- 
positive and gram-negative organisms. 
INDICATIONS FOR USE: As a wet dressing in treat- 
ment of such skin infections as impetigo, bar- 
ber’s itch, fever blisters, infectious eczematoid 
dermatitis, pustular acne, infected ulcers and 
boils. 

DOSAGE AND ADMINISTRATION: Solutions in a con- 
centration of 5 mg. per cubic centimeter may be 
used as wet dressings, packs or irrigations. Ap- 
plications are made once or twice daily. In 
severe or extensive infections, neomycin therapy 
should be supplemented with sulfonamides by 
mouth or penicillin by injection. 

CAUTION: For topical use only. 

HOW sUPPLIED: Sterile powder, vials containing 
0.5 gm. 

propucer: The Upjohn Co., Kalamazoo, Mich. 
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SCOTCH* 
APPLIANCE DISK 


puRPOSE: Sealing ileostomy and colostomy ap- 
pliances to the body. 

pEscRIPTION: Pliable vinyl plastic disk, 344 inches 
in diameter, covered on both sides with an ad- 
hesive. Each disk is moisture-proof, self-adhering 
and ready for immediate use. 

HOW suPPLIED: Pads of 12 disks, each individ- 
ually sealed in foil envelope. 

propucER: Minnesota Mining & Mfg. Co., St. 
Paul, Minn. 


*Trademark. 


@ ELIXIR 
ADETATE 


purPOSE: Stimulant for use in treatment of de- 
pression after illness. 

coMPosITION: Each 30 cc. (1 fluid ounce) of 
Adetate contains: 


d-Amphetamine sulfate 30 mg. 
Thiamine hydrochloride .. 30mg. 
Sodium glycerophosphate 240 mg. 
Potassium glycerophosphate 60 mg. 


Alcohol, 15 per cent 
DOSAGE AND ADMINISTRATION: 5 cc. to 15 cc. daily, 
taken before meals. Since tolerance of d-Amphet- 
amine sulfate varies, initial dosage should be 
small; daily dosage should never exceed 30 mg. 
per day. Care should also be taken to avoid 
taking the last dose later than 4 p.M., so that 
sleep will not be disturbed. 
HOW sUPPLIED: Pint and gallon bottles. 
propucer: Sharp & Dohme, Philadelphia, Pa. 


@ BEXOSAL 
TABLETS 


PuRPOsE: Combined analgesic vitamin 
source. 
composition: Each Bexosal tablet contains: 


Salicylamide 250 mg. 
dl-Desoxyephedrine hydrochloride I mg. 
Thiamine hydrochloride 10 mg. 
Riboflavin 5 mg. 
Niacinamide 20 mg. 
Ascorbic acid 50 mg. 


DOSAGE AND ADMINISTRATION: I or 2 tablets every 
four hours; dosage may be increased in rheu- 
matoid conditions. Because of the presence of 
desoxyephedrine, not to be used in hypertension, 
diabetes, cardiac or thyroid disease; nor when 
patient is hypersensitive to ephedrine or amphet- 
amine. 
HOW suPPLIED: Bottles of 100 and rooo tablets. 
propucer: B. F. Ascher & Co., Inc., Kansas City, 
Mo. 

(Continued on page A-64) 
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CORYZA and SINUSITIS 


Decongestant and Antibacterial 


@ NEW DARK FIELD 
MICROSCOPES 


DESCRIPTION: Combine latest AO Spencer me- 
chanical features with an improved illuminat- 
ing system. Microparticles, not readily seen in 
ordinary microscope bright field, are made 
luminous and visible by a cone of light striking 
the specimen from all sides at an angle to avoid 
entering the objective. The light source is cen- 
terable in relation to condenser optics and the 
condenser is quickly adjustable for slide thick- 
ness from 1.15 mm. to 1.25 mm. A special 97x 
oil immersion objective is supplied with built-in 


New Drugs and Instruments 


iris diaphragm to eliminate the need for a fun- 
nel stop. Either monocular or binocular instru- 
ments may be selected. Both have hinged sub- 
stages that open to facilitate cleaning. A con- 
stant radio lever insures accuracy of the 2 
micron scale throughout focusing range. 

propucer: American Optical Co., Southbridge, 
Mass. 


@ ACTHAR GEL 
(Long-Acting) 


purPosE: Repository form of ACTH. 
DESCRIPTION: Ease of administration and econ- 
omy are advantages of this new product; office 
treatment for ambulatory patients and home 
treatment for those bedridden are now possible. 
DOSAGE AND ADMINISTRATION: In the majority of 
patients only a single injection is required in 
24 hours. 

HOW SUPPLIED: In potencies of 20 1.u. and 4o 
1.u. per cubic centimeter, in 5 cc. multiple-dose 
vials. 

propucer: The Armour Laboratories, Chicago, 
Ill. 


New products approved for inclusion in this 
department but for which space is not available 
this month are listed below. Detailed descrip- 
tions of these drugs and instruments will be 
printed in subsequent issues. 


Chloral Hydrate Capsules (Fellows Medical Mfg. Co., 
Inc.) 

Chlorased (Angier Chemical Co., Inc.) 

New 70,000,000 Volt Synchroton (General Electric 
Co., X-Ray Dept.) 

Ordograph (General Electric Co., X-Ray Dept.) 

Panthoderm Cream (U.S. Vitamin Corp.) 

Prulose Complex Liquid (The Harrower Laboratory, 
Inc.) 

Vi-Aqua Syrup (U.S. Vitamin Corp.) 


New 2-Way Aid in 


Containing Chlorophyll 


Opens the avenues of ventilation and 
drainage and combats infection 3 ways. 


Contains: Desoxyephedrine 1%; Tyrothry- 
cin 0.2%; Chlorophyll 10%; Phenylmercuric 
Acetate 1:24000. 


In 1 oz. dropper bottles, 8 oz. and 16 oz. 
WILCO LABORATORIES « 800 N. Clark St. - Chicago 10, Ill. 


WILCO FREE 


RHINO-THRYCIN SAMPLES 


AND 
enti-bacterial and decongestant LITERATURE 


COLLEGE OF MEDICAL EVANGELISTS 
SCHOOL OF MEDICINE 
Full-time Basic Science Course 

GENERAL SURGERY AND SURGICAL SPECIALTIES 


Accredited by the American Board of Surgery 
September 29, 1952 through June 5, 1953 


ALSO INTERNAL MEDICINE AND OTOLARYNGOLOGY 


Part-time refresher courses are also 
available for physicians in General Practice 


For Detailed Information Write 
Ch 2 b> on A and tg 
Medical Education, College of Medical Evangelists 
312 North Boyle Avenue, Los Angeles 33, California 
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action 


without 


reaction 


For those patients in whom penicillin 
G causes sensitivity reaction, Cer-O- 
Cillin provides the same antibiotic 
action but is substantially free from 
side effects in most cases. 


Upjohn researchers developed Cer-O- 
Cillin (penicillin O) by replacing the 
benzyl group of penicillin G with an 
allylmercaptomethyl group, thus mak- 
ing penicillin therapy available to 
nearly all patients. 


For action without reaction . . . 


BRANO OF ALLYLMERCAPTOMETHYL PENICILLIN (PENICILLIN O} 


* Trademark 


for medicine ... produced with care... designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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@ IDENTIFYING 
CANCER CELLS 


Question: | would appreciate some information on 

the Papanicolaou technic for the identification of 

cancer cells, particularly in the bronchial washings. 
M.D.—Mexico City 


ANSWER: The identification of malignant cells in 
bronchial washings can be made with almost com- 
plete certainty in some instances. This is particu- 
larly true in cases of the squamous cell variety and 
to a lesser degree in the cases of adenocarcinoma. 
The undifferentiated types of carcinoma should be 
interpreted with caution. Considerable experience 
should be gained before definite diagnosis is at- 
tempted; epithelial cell variations, as well as ab- 
normal macrophage (histiocyte) forms, appear in 
chronic infections and often make interpretation 
treacherous since tumors usually also show sec- 
ondary infection. Whenever possible, biopsy is to 
be preferred. Sputum examinations are subject to 
all the above comments with the additional note 
that cell deterioration adds greatly to the difficulty 
of interpretation. 

A good general reference for cancer cytology is 
“The Cytologic Diagnosis of Cancer,” Vincent 
Memorial Hospital. Philadelphia, W. B. Saunders, 
1950. 

The specific reference given below presents the 
technics and special cytology of lung malignancy 
well, but is probably overly enthusiastic for any 
save the ideal situation of a large, well controlled 
chest surgery service: “Cytologic Diagnosis of Lung 
Cancer,” by Farber, Rosenthal, Alston, Benioff and 
McGrath. Springfield, Illinois, Charles C Thomas, 
1950. 

Another reference is: “Malignant tumors of the 
lung: their diagnosis by cytologic examination of 
sputum and bronchial secretions,” by J. R. Mc- 
Donald and L. B. Woolner. Minnesota Med. 
32:1186-1189 (December) 1949. 


J. W. OLD 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. 


@ REMOVING MULTIPLE 
SKIN LESIONS 


Question: Many people have small sebaceous cysts 
of the skin but I have a patient whose chin is liter- 
ally covered with these excrescences. I have re- 
moved a few of these at a time by squeezing and 
other mechanical technics. Is there any way they 
can be removed en masse without disfiguration? 
M.D.—lowa 


ANSWER: Multiple lesions of the chin resembling 
sebaceous cysts are probably steatocystomas. These 
usually can be removed by simple incision and 
expression of the contents. Since no sac is present, 
recurrences are unusual. 

BEDFORD SHELMIRE 


@ AMEBIASIS 
THERAPY 


Question: | would like to know the most effective 
therapy for long-standing amebiasis with active 
symptoms and positive findings. What is the cur- 
rent status of aureomycin and terramycin? 
M.D.—Minnesota 


ANSWER: This inquiry appears to refer to chronic 
amebiasis with diarrhea, in which examination of 
the stools has disclosed the organisms, but in 
which there is no localized involvement, such as 
occurs in disease of the liver. In a problem of this 
kind the consensus at present is that the treatment 
of choice involves the use of either terramycin or 
aureomycin. Information available at present indi- 
cates that either of these drugs is effective in the 
treatment of amebiasis of the gastrointestinal tract. 
Relapses may occur after therapy with these anti- 
(Continued on page A-30) 
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ON HALF THE CUSTOMARY DOSAGE 


The intense salicylate saturation required in acute rheumatic 
fever and arthritic joint affections is readily achieved with 
Pabirin on half the customary salicylate dosage. Combining in 
each capsule acetylsalicylic acid, 3'% gr., para-aminobenzoic 
acid, 3% gr., and ascorbic acid, 10 mg., Pabirin accomplishes 
this desirable effect through reduced urinary output of salicylate 
brought about by the action of PABA. Gastric distress is rarely 
encountered, not only because of the lower salicylate dosage 
thus made possible, but also because of the better tolerability 
of acetylsalicylic acid. 

SODIUM FREE 

Pabirin contains no sodium compounds, hence is especially 
suited for use with patients on sodium-free diets and for con- 
current administration with ACTH or cortisone. Pabirin is 
valuable not only in rheumatic fever but also in rheumatoid 
arthritis, osteoarthritis, gout and fibrositis. Available through 
your local pharmacy. 


SMITH-DORSEY «¢ Lincoln, Nebraska 
A Division of THE WANDER COMPANY 
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Your Questions Answered 


biotic agents, and when they do, another course of 
treatment is necessary. It appears that the rate of 
relapse associated with the use of these substances 
is less than was noted previously with the drugs 
commonly employed in the treatment of this 
disease. The optimal dose is still somewhat in 
question. Many observers feel that 500 mg. admin- 
istered every six hours for a week or 10 days is 
sufficient. However, until further data are avail- 
able, the recommended dose is 750 mg. given every 
six hours for one week or 10 days. Nevertheless, 
it should be remembered that emetine and car- 
barsone have been thoroughly investigated and 
found to be effective in the treatment of this dis- 
ease. In fact, when involvement of the liver is 
present, these drugs should be used. Further clini- 
cal investigation is necessary before the drug or 
drugs of choice can be definitely established. 


@ URETERAL OBSTRUCTION 
CAUSING PAIN 


Ouestion: A plumber, white, aged 38, has attacks 
of severe pain in the left loin, also headaches and 
backaches. He urinates frequently and the pain 
radiates into the left testicle. The kidneys cannot 
be felt and the pain is diffuse over the left side. 
He has a small hernia on the left side. Urinalysis 
shows a few blood and pus cells. On cystoscopic 
examination we find some swelling and congestion 
near the left ureteral orifice but a No. 5 catheter 
passes easily to each kidney. The urine from each 
kidney contained blood cells. A roentgenogram 
with the catheters in place showed no stones. What 
is the most likely diagnosis? 
M.D.—New Jersey 


ANSWER: In my opinion a calculus passed through 
the left ureter which temporarily obstructed the 
ureteral vesical junction and then passed out in the 
urine without being recovered. 

GILBERT J. THOMAS 


@ PHYSICAL ALLERGY 
TO COLD 


Ouestion: A woman, 35 years old, develops severe 
congestion of the mucous membranes of the nose 
whenever she is exposed to cold air. She does not 
have such symptoms during warm weather. There 
is no record of allergies in her family and all the 
skin tests for proteins have been negative. None 


of the treatments applied to the nose has been 

helpful. How can I establish the diagnosis of al- 

lergy to cold, and what can be done about it? 
M.D.—North Dakota 


ANSWER: The case described is one of physical al- 
lergy, namely, to cold. The treatment of such cases 
is extremely difficult. Local nasal treatment is of no 
avail. The statement: “All the skin tests for protein 
have been negative” bears clarifying. If this means 
both scratch and intracutaneous testing with relia- 
ble solutions by a competent allergist, then it must 
be accepted. If not, the work should be repeated. 
Often, proper management of a fundamental al- 
lergy will bring about the alleviation of a secondary 
allergic condition. 

The use of antihistamine therapy is advised; also, 
the continued subcutaneous injection of histamine 
diphosphate should be used. This should be given 
according to the dosage advised by Horton and 
his associates. 

HARRY L. ROGERS 


@ VARICOSE ULCER 
OF ANKLE 


Question: I have a 70 year old patient who has a 
bad varicose ulcer of the ankle. I will appreciate 
any suggestions you would care to give concerning 
treatment and management. 

M.D.—California 


ANSWER: If no significant cellulitis is present the 
varicose ulcer should be treated by means of com- 
pression dressings, utilizing a mild boric acid oint- 
ment applied directly to the ulcer and covered by a 
square of sterile gauze. A rubber sponge approxi- 
mately four inches square placed over the sterile 
dressing, and an ace® bandage beginning at the 
instep and continuing to a point just below the 
knee, are applied. The patient is then encouraged 
to walk increasing distances daily to discourage 
venous and lymphatic stasis. 

The associated varicosities should be treated by 
appropriate surgical methods, depending on the 
severity and location. The surgery should not be 
performed if cellulitis is present. 

Most varicose ulcers will respond to this form 
of treatment. If they fail to heal under this regimen 
it may be necessary to hospitalize the patient, excise 
the ulcer and the surrounding indurated area, and 
later to apply a split-thickness skin graft. 

KENNETH W. WARREN 
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Clinical Significance 


By virtue of its dual capacity to reduce blood pressure and yet in- 
crease blood flow through the kidney, Apresoline provides a new 
and improved approach to the medical management of hypertensive 
disorders. Its value is augmented by its tendency to cause significant 
relaxation of cerebral vascular tone in hypertensive patients, oral as 
yell as parenteral effectiveness, and relatively low toxicity. 


Indications 


Apresoline has proved therapeutically useful in widely differing 
forms of hypertensive disease. The drug is of distinct value in essen- 
tial and early malignant hypertension, its effectiveness often being 
more marked in the severe (although not terminal) phases of these 
disorders. It is also most effective in hypertension persisting or 
recurring after sympathectomy. 


Preliminary studies indicate that worthwhile results also may be ex- 
pected in toxemias of pregnancy and in acute glomerulonephritis. When 
renal damage is advanced, as in chronic renal hypertension and 
chronic glomerulonephritis, the value of the drug is considerably less, 
and it may be hazardous if not used with extreme caution and 
constant observation. 


Administration 


Before prescribing or administering Apresoline, it is essential that 
the physician thoroughly familiarize himself with the characteristics 
of the drug. The benefit derived from Apresoline by the patient is 
dependent in vital degree upon the most meticulous attention to 
individualization of administration, dosage, and its adjustment in 
accordance with response. 


Caution 


Apresoline, like any hypotensive agent, should be used only with extreme 
caution in patients with coronary artery disease, advanced renal damage, 
and existing or incipient cerebral vascular accidents. 


For complete information on Apresoline, 
contact the Ciba Professional Service 
Representative or write the Medical Service 
Division, Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


[ Hypertensive Disorders 
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REPORTS FROM 


broad 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


AMSTERDAM 


Psychology of the German concentration 
camp—In March Dr. E. A. Cohen graduated 
from the university at Utrecht. His thesis entitled 
“Het Duitse concentratiekamp: Een medische en 
psychologische studie” (“The German Concentra- 
tion Camp; a Medical and Psychologic Study”) 
has been published by H. J. Paris of Amsterdam. 

Dr. Cohen, a general practitioner, was taken 
prisoner in August 1942. He stayed at various con- 
centration camps, including those at Auschwitz 
and Mauthausen. He spent from September 1943 
until January 1945 at Auschwitz; therefore most 
of his impressions bear reference to this camp. On 
May 6, 1945, he was liberated by the American 
forces at the “Nebenlager” of Mauthausen at 
Ebensee. 

In his preface Dr. Cohen writes that the pur- 
pose of his thesis is an attempt to explain what 
took place at the concentration camps. He has en 
deavored to be as objective as possible; in this he 
has succeeded, in spite of the fact that his parents, 
wife, son, in-laws and sister were killed in the gas 
chambers of the German concentration camps. 

The thesis has commanded much attention in 
the Dutch medical and lay press. Chapters 1 and 
2 are of special interest, the first dealing with 
some general aspects and the second with medical 
aspects of the camps. In the extensive second chap- 
ter the high mortality is illustrated by a compari- 
son with the mortality in a few Japanese internment 
camps. Also discussed are nutrition and the prob- 
lem of a great shortage of calories, the patients and 
their treatment, the various diseases, the experi- 
ments performed on prisoners, Jewish prisoners as 
study objects for medicoanthropologic science, and 
euthanasia. The author not only describes his own 
experiences but also those of numerous other 
prisoners. 


The psychologic study consists of two parts, the 
psychology of the inmates and of the S. S. 

Basing his discussion of the psychology of the 
inmates on the theories of Freud, the author men- 
tions three stages in the experience of the prisoners: 

1. The stage of the initial reaction. The initial 
reaction was an acute depersonalization in the in- 
mates who entered the concentration camp with a 
conception more or less in line with the real 
situation. With the others, an acute fright-reaction 
took place. 

II. The stage of adaptation. This stage is sub- 
divided into the consequence of the initial reac 
tion, and the regression. If the initial reaction was 
an acute depersonalization, this gradually disap- 
peared. If it was an acute fright-reaction, then an 
apathetic phase resulted, followed by a sad-depres- 
sive phase. The regression had to take place be- 
cause of the circumstances under which the in- 
mates were living. The S. S. living in the camp 
became the father-image. 

Ill. The stage of acquiescence. This stage oc- 
curred when the inmate had become a “settled” 
prisoner. 

In the chapter on the psychology of the S. S. the 
author gives his opinion that the role of blood in 
Hitler’s racial theory was of such great importance 
because Hitler was neurotic and therefore, to a 
certain extent, infantile. In explaining the psychol- 
ogy of the S. S., the author attaches much impor- 
tance to the authoritative German method of edu- 
cation. Hoss, one of the chief concentration camp 
officials at Auschwitz, is discussed in detail to illus- 
trate the typical camp S. S. 

The author draws the following general conclu- 
sions from his study: 

1. The physical and mental strength and capac- 
ity for adaptation of a human being are much 
larger than one would expect. 


(Continued on page A-4o) 
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2. The superego is not an entity which cannot be 
changed. In connection with this it is pointed 
out that the German people are not predisposed 
through heredity or disposition to commit and 
tolerate cruelties, but that education has an impor- 
tant influence in this matter. 

3. The drive of hunger is the most vital drive. 
In contrast to this, the sexual drive played no role 
in the lives of most of the inmates. 

That neuroses and psychosomatic diseases ap- 
peared less frequently in concentration camps than 
in normal society has been explained on a psycho- 
analytic basis. He also mentioned that few suicides 
occurred in concentration camps. 


New section of “Excerpta Medica” —Excerpta 
Medica is preparing for publication a new section 
entitled “Cancer.” This is to be the sixteenth sec- 
tion of this international abstracting service. 

Excerpta Medica was established in Amsterdam 
in 1946 at the instance of Dr. M. W. Woerdeman, 
professor of anatomy and embryology at the Uni- 
versity of Amsterdam. The American Cancer 
Society and the National Cancer Institute have 
made publication of the section on cancer possible, 
as each made a grant of $10,000 for 1952. 

The new section will include all abstracts relat- 
ing to cancer from the other sections of Excerpta 
Medica, as well as additional material. It no doubt 
will be of much value in cancer research. The two 
grants make possible a lower subscription rate 
than that of the other sections. 


MADRID 


New tuberculosis drug—The first communi- 
cation concerning a new drug for the treatment of 
tuberculosis recently was presented by Dr. Emilio 
Pena and Dr. Zumarraga in the Academy of Medi- 
cal Sciences of Bilbao. This drug, named FRS 3, is 
synthesized by the firm F.A.E.S., Bilbao, and be- 
longs to the group of sulfones. Several patients 
suffering from genitourinary tuberculosis were 
treated by Dr. Pena in Madrid and others affected 
with pulmonary tuberculosis by Dr. Zumarraga in 
Bilbao, all showing improvement. 


Course on traumatology and orthopedics in 
labor—The National Institute of Social Security 
offered a course on traumatology and orthopedics 
in relation to labor injuries and casualties for doc- 
tors interested in the care of workers. Dr. Lopez 
de la Garma, director of the Clinic of Labor, was 
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charged with the organization of this course which 
closed with a lecture by Professor Lorenz Bohler, 
director of the Urfallkrankenhaus in Vienna, Aus- 
tria, on “Traumatology during the last 50 years 
and in the future.” 


New school of cardio-angiology—Late in 
February, the Ministry of National Education ap- 
proved the creation of a school of cardio-angiology 
in the University of Barcelona. This school will 
develop postgraduate courses through two semes- 
ters, one each year. After the specified examina- 
tions, a Diploma of Specialist will be conferred. 


New sanatoriums—The National Committee 
of Tuberculosis, in its last session, approved the 
construction of a new sanatorium in San Sebastian 
and another in Alicante, as well as closing of the 
sanatorium of Granada. 


First chair of geriatrics—The first chair of 
geriatrics in the world was established in the Uni- 
versity ot Valencia. The professor is Dr. Beltran 
Baguena, president of the Spanish Society of 
Gerontology and Geriatrics, founded in 1924. 


First exhibit of doctors as artists—The third 
International Congress of Surgery included an ex- 
hibit of paintings by doctors from all over the 
world, with sections for oils, water colors and 
drawings. A similar national exhibit was opened 
some time ago in Elche, Alicante. Dr. Jiménez 
Diaz, professor of the Faculty of Medicine, Madrid, 


won a prize for his oil pictures. 


Compulsory health insurance in Spain—A\l 
salaried workers earning up to 18,000 pesetas a 
year are compulsorily enrolled in the Health Insur- 
ance Plan, being eligible for benefits to the worker 
himself and to his immediate family. The premi- 
ums, 9 per cent of wages, are paid by the worker 
(3 per cent) and by the employer (6 per cent). 
About three million of the eight million people in 
the country are included. 

Benefits include medical, hospital and maternity 
care, medicines, sickness and funeral cash com- 
pensation, and other eventual benefits. Medical care 
is provided up to 26 weeks a year for the insured 
worker and up to 13 weeks a year for relatives. 
Hospital care allowed is up to 13 weeks a year for 
the worker and up to six weeks a year for families. 
These terms are to be extended if necessary for 
completion of treatment. Hospital care is now avail- 
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able only for general surgery, surgical specialties 
and maternity. 

Insured female workers have a rest period up to 
six weeks before and six weeks after confinement, 
with cash compensation equal to 60 per cent of 
their salary. A weekly allowance is granted to 
every mother, either female worker or wife of a 
worker, if she breast feeds her baby up to a 10 
week period. 

Cash compensation for illness equal to 50 per 
cent of wages is paid to workers suffering from a 
disabling illness. If the insured worker dies, the 
family receives a cash compensation equal to 20 
times the daily salary. 

Prescriptions are written by doctors on an official 
form and workers can get the medicines in any 
pharmacy without expense. Pharmacies are reim- 
bursed by Health Insurance, a discount being made 
on normal price of medicines. 

Health insurance is governed by the “Jefatura 
Nacional del Seguro de Enfermedad,” Ministry of 
Labor, and managed by the National Institute of 
Social Security and authorized agencies. Enroll- 
ment is made through the National Institute only, 
but administration of premiums and benefits is 
carried out also for several agencies, all submitted 
to regulations issuing from the “Jefatura Nacional.” 


LONDON 


Centenary of Hospital for Sick Children— 
One hundred years ago there was no hospital in 
London for children. The death rate among chil- 
dren was appalling; many of them worked long 
hours in factories under evil conditions; there was 
little understanding of children’s feeding or rear- 
ing, and rickets became known in Europe as the 
“English disease.” In February 1852, however, 
through the efforts of Dr. Charles West, who had 
published a book on diseases of infancy in 1848, 
there was founded on Great Ormond Street, Lon- 
don, a 10 bed hospital for children only. He had 
had to contend with great opposition, for the risks 
of infectious diseases among children was urged 
against the project—of the first 15,000 children 
who had been admitted to the eighteenth century 
foundation, the Foundling Hospital, only 4400 
lived to grow up. But there were already a num- 
ber of children’s hospitals on the Continent of 
Europe, which Dr. West visited, and he was able 
to secure the support of important personages. 
Lord Shaftesbury, philanthropist and _ politician, 


became the first president of the hospital; Queen 
Victoria became the Patron, and Charles Dickens 
wrote a moving magazine article about the hos- 
pital and presided at a festival dinner to raise 
funds. To celebrate Queen Victoria’s Jubilee in 
1887 the children of the Empire subscribed a large 
sum to extend the hospital, bringing the number 
of its beds up to 240. In 1908 Lord Astor donated 
a new outpatient department, and other benefac- 
tors have included Lord Nuffield, automobile ty- 
coon, Lord Southwood, newspaper proprietor, and 
J. M. Barrie, dramatist, who bequeathed to the 
hospital the ownership of the rights in his play 
“Peter Pan,” which brings in a considerable sum 
of money every year. 

The hospital now has over 300 beds, but fur- 
ther extensions have been interrupted by the build- 
ing difficulties following World War II. It is as- 
sociated with the Institute of Child Health, a 
school of the University of London, with a full- 
time professor of pediatrics. Many famous London 
physicians and surgeons have been associated with 
the hospital, notably Sir Thomas Barlow, Sir 
Frederick Still, Sir Robert Hutchison and_ Sir 
Arbuthnot Lane. 


Philosopher of the nervous system—The 
death occurred on March 4 of Sir Charles Sher- 
rington, formerly professor of physiology at Oxford 
University, at the age of 94. The modern treat- 
ment of nervous diseases and, indeed, much of 
modern neurosurgery, is firmly based upon his 
pioneer experimental work. This great physiologic 
thinker was trained as a physician at Caius Col- 
lege, Cambridge, and St. Thomas’s Hospital, 
London, taking his medical degree in 1885; he in- 
tended at first to become a pathologist, for path- 
ology, physiology and anatomy were not yet com- 
pletely separated. He went to Spain in 1885 with 
the Royal Society's commission on cholera, the 
next year spent a Wanderjahre in Italy, Berlin and 
Strasbourg, sitting at the feet of Virchow, Koch and 
Goltz. He succeeded Victor Horsley as head of a 
veterinary laboratory of London University in 1891, 
became F.R.S. two years later, and in 1895 was 
appointed professor of physiology at Liverpool, 
where he was visited in 1901 by Harvey Cushing, 
the first of many disciples from across the Atlantic. 
He began his classic researches by studying the 
dorsal and ventral spinal nerve roots and their seg- 
mental distribution, leading to the understanding 
of tendon reflexes and the classification of the path- 
ologic physiology of such diseases as tabes dorsalis; 
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the New Short-Term Therapy in Acute Allergies 


The therapeutic results of short-term therapy 
with ACTHAR Gel in acute bronchial asthma and 
hypersensitivity states are vastly superior to 
conventional methods of treatment in the ma- 
jority of cases. 


ACTHAR Gel (in Gelatin)—the new repository 
ACTH preparation—brings about rapid and pro- 
longed relief; marked subjective and objective 
improvement is noted within hours, and complete 
remissions have been observed within 2 days. 
Metabolic side-effects are virtually absent due 
to the short period of therapy required. Fewer 
injections are required with ACTHAR Gel, since an 
individual dose lasts for as long as 12 to 16 hours. 
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he proceeded to the mapping out of the motor area 
of the cerebral cortex in monkeys and so to the 
explanation of the signs of hemiplegia. 

It is true to say that Sherrington’s researches on 
the nervous system brought order out of chaos. In 
1913 he accepted the Chair of Physiology at Ox- 
ford, where he built up a great school of neuro- 
physiology and continued his fundamental re- 
searches. His principal work is contained in his 
“Integrative Action of the Nervous System” 
(1906), and much of his later work in “Reflex 
Activity of the Spinal Cord” (1932), written with 
several collaborators. Sherrington was also a poet 
of some note, and his Gifford Lectures, “Man on 
His Nature,” upheld his reputation as a philoso- 
pher. He was the oldest member of the Order of 
Merit (the premier British decoration) and, 
among numerous other distinctions, was a Nobel 
Prizeman in physiology in 1932. He had a wide 
range of knowledge in literature and the arts, had 
a vast store of vivid reminiscences, was a scintillat- 
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ing and kindly conversationalist, and was admired 
and loved by all who knew him. 


Terramycin in infections in infants and 
children—The first article to be published in 
England on the value of terramycin in children’s 
ailments, by Drs. Wolman and Holzel of Man- 
chester, appeared in the British Medical Journal 
of February 23. They gratefully acknowledge the 
assistance of Dr. Gladys L. Hobby of Charles 
Pfizer and Co., Inc., in generously supplying terra- 
mycin for use in their hospital. 

A group of 66 infants and children was treated: 
34 of 35 patients with pneumonia responded rapid- 
ly to treatment, in most cases within 24 hours, but 
1 patient with a Friedlander’s bacillus pneumonia 
died; 10 patients with upper respiratory tract in- 
fections, 6 with tonsillitis, and 3 with pyuria 
showed a rapid and dramatic response; 11 of 12 
infants with purulent conjunctivitis responded 
rapidly to the drug. There were no toxic reactions. 
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REFRACTION AND MOTILITY 


By Walter B. Lancaster, M.D., Boston. 342 pages 
with 106 illustrations. 1952, Charles C Thomas, 
Springfield, Illinois. $7.75. 


In writing this book, the au- 
thor’s aim was to improve the 
work of the average ophthalmol- 
ogist in the major subjects of re- 
fraction and motility by supple- 
menting the standard works on 
the subjects. A teacher of oph- 
thalmic optics for many years, 
co-founder and member of the 
American Board of Ophthalmology with 35 years 
of service as examiner, Dr. Lancaster has had an 
excellent opportunity to evaluate the teaching of 
refraction in medical schools. He has been im- 
pressed by the failure of current textbooks on re- 
fraction to present the subject matter in a fashion 
equal to texts on other phases of ophthalmology 
and has set about to correct this deficiency. 

The book is divided into two parts: Part I is on 
Optics and Physiologic Optics; Part II, Errors of 
Refraction and of Motility. 

The first part is devoted to explanation of the 
physical properties of light and the effect of lenses, 
prisms and reflecting surfaces on beams of light. 
It also includes definitions and comments on the 
eye as an optical instrument. Accommodation is 
explained on the basis of several theories and the 
relation of accommodation to convergence and 
astigmatism is given the attention the subject de- 
serves. 

Part II, which comprises the major part of 
the book, covers types of errors of refraction and 
methods of examination of the eye for precise 
measurements of error in refraction. He stresses 
subjective methods of measuring errors of refrac- 
tion and explains the technic of the best method. 

The book is printed on 70-pound, unglazed 


ookman 


paper which is satisfactory for line drawings and 
tables but renders useless the three plates showing 
fundus changes characteristic of myopia. 

A very valuable part is the appendix which lists 
50 questions, such as may be encountered on ex- 
aminations, and their answers. 

W. L. B. 


> A TEXTBOOK OF CLINICAL 
NEUROLOGY 


With an Introduction to the History of Neurology. 
By Israel S. Wechsler, M.D., Clinical Professor of 
Neurology, Columbia University, New York. Ed. 
7. 801 pages with 179 figures. 1952, W. B. Saunders 
Company, Philadelphia & London. $9.50. 


The seventh edition of this book maintains the 
same general format as previous editions. The main 
alterations are related to more extensive discussions 
of diagnosis and treatment of the commonly en- 
countered neurologic diseases. Current therapeutic 
approaches to the more chronic disorders as well 
as the uses of the newer antibiotics in diseases of 
the nervous system have been included. The inter- 
digitation of neurology and psychiatry is empha- 
sized, and sections on psychologic diagnosis and the 
neuroses are presented. 

As stated by the author, “The work is based 
mainly on personal teaching and clinical experi- 
ence, representing in a great measure an individual 
approach to bedside neurology.” Neurophysiologic 
and neuroanatomic details are omitted, and there 
is no space lost with needless eponyms, classifica- 
tions and other purely academic minutiae; how- 
ever, the pleasing style of writing and clarity do not 
mean a sacrifice of completeness. The dynamic and 
practical approach to neurology is appealing and 
indicates the continued favor this text should find 
with both student and practitioner. A. B. B. 
(Continued on page A-52) 
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HEART DISEASE 


By Paul Dudley White, M.D., Executive Director, 
National Advisory Heart Council; Consultant to the 
Massachusetts General Hospital, Boston. Ed. 4. 
1,015 pages with 168 figures. 1951, The Macmillan 
Company, New York. $12.00. 


The fourth edition of this 
well established book on dis- 
eases of the heart is a con- 
cise, easily read, authoritative 
text by an author of wide 
experience and judgment in 
his medical specialty. This 
new edition retains, for the 
most part, the basic form of 
the older editions. An added 
interesting and worth while 
chapter briefly reviews the 
historic development of present knowledge of the 
heart and its diseases. The difficulties encountered 
in selection of material for a modern text are noted 
by the author in his preface. For the most part, his 
selection has been excellent. 

Certain sections have been condensed and short- 
ened to allow space for inclusion of advancements 
in the field of cardiovascular disease. The section 
on electrocardiography, for instance, has been re- 
written to emphasize the current status and use of 
unipolar limb leads and multiple precordial leads. 
There is also a discussion of vectorcardiography by 
the author’s former associate, Dr. Hurst, and a 
brief treatment of ballistocardiography. The section 
on congenital cardiac disease has also been revised 
to include the new developments in diagnosis and 
to discuss new technics of surgical treatment for 
many of these conditions. 

The use of corticotropin (ACTH) and cortisone 
in the treatment of acute rheumatic fever receives 
only brief mention, in fact, less than the space al- 
lotted to salicylates. While the long-term value of 
these hormones in the prevention of chronic rheu- 
matic endocarditis remains to be ascertained, their 
value in the control of the symptoms of acute 
rheumatic fever is now well established. Perhaps 
the limited discussion of these hormones in treat- 
ment may have resulted because few papers on the 
subject had appeared when this edition was printed. 

The author has also omitted mention of the use 
of phlebotomy in the treatment of secondary poly- 
cythemia associated with chronic pulmonary disease 
and chronic cor pulmonale. Cournand, in particu- 
lar, has demonstrated the beneficial effects of this 


procedure. Rarely, treatment with radioactive phos- 
phorus may be indicated in these cases. Perhaps 
there is deserved more than just the brief mention 
noted in this book of the so-called low salt syn- 
drome. This is particularly true at present when the 
use of diets restricted in sodium and the injection 
of mercurial compounds are so common. Certainly 
the question of symptoms caused by depletion of 
sodium arises frequently these days in any practice 
dealing extensively with cardiac disease. 

On page 60 it is stated that cyanosis is to be 
differentiated from methemoglobinemia due to 
poisoning with aniline compounds, particularly 
acetanilid. Acetanilid causes sulfhemoglobinemia 
rather than methemoglobinemia in almost every 
instance. 

In the reviewer’s opinion, the sections devoted 
to the normal cardiac range, the cardiovascular 
examination, the discussion of congestive heart 
failure and the treatment of the cardiac arrhythmias 
are among the best in the book. The bibliography, 
as in previous editions, is outstanding not only as 
to its selection but also in its arrangement. 

R. O. B. 


RHEUMATIC DISEASES 


Based on the Proceedings of the Seventh Interna- 
tional Congress on Rheumatic Diseases. Prepared 
by The Committee on Publications of the Ameri- 
can Rheumatism Association: Charles H. Slocum6, 
M.D., Chairman. 449 pages with 126 figures. 
1952, W. B. Saunders Company, Philadelphia & 
London. $12.00. 


Some 86 papers, plus their discussions, presented 
at the Seventh International Congress on Rheu- 
matic Diseases in New York in May-June 1949, 
comprise this volume. The participants include the 
leading authorities on rheumatic diseases in this 
country and abroad and thus an over-all excellence 
in the quality of the material presented has been 
assured. The editors have grouped the papers into 
some 20 chapters under the major disease entities 
and under certain broad categories of physiology, 
pathology, investigative studies and treatment. 

In a volume containing so much valuable in- 
formation it is difficult to single out individual con- 
tributions. The first chapter on etiologic factors in 
rheumatoid arthritis, by L. S. P. Davidson of Edin- 
burgh, helps clarify many vague concepts concern- 
ing various causative agents and situations in this 

(Continued on page A-54) 
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disease. An excellent review of Reiter’s syndrome 
is given by the Massachusetts General Hospital 
group under Walter Bauer. Deserved space is given 
several excellent papers on psychogenic rheumatism, 
and a critical attitude toward the loose use of the 
term “fibrositis” is stressed by several authors. The 
paper on “The effect of cortisone and of ACTH 
on rheumatoid arthritis and acute rheumatic 
fever,” by Hench, et al., has been modified to in- 
clude more recent information, thus helping to 
overcome in large measure the loss from delayed 
publication. The brief two and a half page “Gen- 
eral discussion on gout” is the clearest and most 
practical summary of the subject this reviewer has 
read. Philip D. Wilson has summarized the lead- 
ing conservative views regarding orthopedic sur- 
gery in arthritis. 

In the discussion, M. N. Smith-Petersen express- 
es his reasons for urging more widespread use of 
hip mold arthroplasty. Several papers on the pa- 
thology of joint changes supply information in a 
long-neglected field. The immunologic studies seem 
to point the way to a greater understanding of 
the relationship and pathogenesis of the different 
rheumatic disorders. 

P. J. B. 


EPILEPTIC SEIZURE PATTERNS 


By Wilder Penfield, C.M.G., M.D., D.Sc., F.R.C.S., 
F.R.S., Professor of Neurology and Neurosurgery, 
McGill University; Director, Montreal Neurological 
Institute, Montreal, Canada; and Kristian Kristian- 
sen, M.D., Assistant Surgeon in charge Neurosur- 
gery, Oslo City Hospital, Oslo, Norway. 104 pages, 
illustrated. 1951, Charles C Thomas, Springfield, 
Illinois. $3.00. 


Convulsions comprise one of the most common 
of brain disorders and perhaps the most poorly un- 
derstood by the general practitioner. Most convul- 
sive disorders are still designated as “epilepsy” and 
considered as a real disease entity, thus stigmatiz- 
ing the patient and depriving him of the benefits 
of more modern diagnosis and therapy. It is for 
this reason that this small book is a most welcome 
addition to the literature. The authors report on 
259 patients with focal convulsions in which the 
location of the discharge was identified by means 
of the seizure pattern, by preoperative electroen- 
cephalography, by cortical stimulation or by actual 
operation. They emphasize the fact that many 
seizures are produced by a locally abnormal process 


and that careful clinical inquiry will enable the 
physician to make a presumptive diagnosis as to 
the nature and location of the cerebral lesion and 
to institute proper therapy. 

A. B. B. 


Books received will be acknowledged in this depart- 
ment each month. As space permits, books of prin- 
cipal interest to our readers will be reviewed more 
extensively. 


Antibiotics. By Sir Howard Florey, F.R.S., M.A., Ph.D., 
Sir William Dunn School of Pathology, Oxford. 35 pages, 
illustrated. 1952, Charles C Thomas, Springfield, Illinois. 
$1.50. 


Clot Retraction. By O. E. Budtz-Olsen, M.D., Univer- 
sity of Cape Town. 149 pages, illustrated. 1952, Charles C 
Thomas, Springfield, Illinois. $5.50. 


Between Two Worlds; The Memoirs of a Physician. 
By Benjamin L. Gordon, M.D. 354 pages. 1952, Bookman 
Associates, New York. $4.00. 


Handwriting; A Personality Projection. By Frank Victor, 
Ph.D. 149 pages. A monograph in American Lectures in 
Psychology. 1952, Charles C Thomas, Springfield, Illinois. 
$3.75. 


Mind Perception and Science. By W. Russell Brain, 
D.M., F.R.C.P., President, Royal College of Physicians of 
London. 90 pages. 1952, Charles C Thomas, Springfield, 
Illinois. $2.50. 


Blood Transfusions in Clinical Medicine. By P. L. 
Mollison, M.D., Post-Graduate Medical School of London. 
456 pages. 1952, Charles C Thomas, Springfield, Illinois. 
$8.00. 


Doctors Differ. By Harley Williams. 253 pages with 8 
illustrations. 1952, Charles C Thomas, Springfield, Illinois. 
$5.50. 


The Metabolic Response to Surgery. By Francis D. 
Moore, M.D., Moseley Professor of Surgery, Harvard Medi- 
cal School, and Margaret R. Ball, A.B., Department of Sur- 
gery, Harvard Medical School, Boston, Massachusetts. 167 
pages with 56 illustrations. 1952, Charles C Thomas, Spring- 
field, Illinois. $7.50. 


Diabetes and Pregnancy. By Ralph A. Reis, M.D., 
Professor of Obstetrics and Gynecology; Edwin, J. DeCosta, 
M.D., Assistant Professor of Obstetrics and Gynecology; and 
M. David Allweiss, M.D., Associate in Medicine, all of 
Northwestern University Medical School, Chicago. 78 pages. 
1952, Charles C Thomas, Springfield, Illinois. $2.50. 


Modern Trends in Gastro-Enterology. Edited by F. 
Avery Jones, M.D., F.R.C.P., Central Middlesex Hospital, 
London. 831 pages with 275 figures. 1952, Paul B. Hoeber, 
Inc., New York. $20.00. 


Elementary Medical Statistics; The Principles of 
Quantitative Medicine. By Donald Mainland, M.B., Ch.B., 
D.Sc., Professor of Medical Statistics, New York University 
College of Medicine. 327 pages with 23 figures. 1952, W. B. 
Saunders Company, Philadelphia & London. $5.00. 
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@ SELSUN SUSPENSION 


purpose: Control of seborrheic dermatitis of the 
scalp. 

COMPOSITION: Contains 2.5 per cent of selenium 
sulfide, with detergent added. 

DOSAGE AND ADMINISTRATION: Wet head thor- 
oughly with warm water, wash with soap or 
shampoo and rinse. Work one or two teaspoons- 
ful of Selsun into scalp; rinse and repeat process. 
Selsun should remain in contact with the scalp 
for at least five minutes, and scalp should be 
rinsed three or four times. For the usual case, 
application is recommended twice weekly for 
two weeks and then once weekly or as indi- 
cated. 

HOW suppPLiED: In 4 fluidounce bottles. To be 
dispensed only on prescription of a physician. 
propucer: Abbott Laboratories, North Chicago, 
Ill. 


@ PERIHEMIN* LIQUID 
PURPOSE: Treatment of common hypochromic 


and hyperchromic anemias. 
coMPosiTIon: Each ounce (30 cc.) contains: 


Ferrous gluconate ............. 1.65 gm. 
Folvite* folic acid ... . g.o mg. 
Vitamin ...... 99.0 mcg. 


(as present in concentrated 
extractives from streptomyces 


fermentation) 
Powdered stomach . 990.0 mg. 
Soluble liver fraction . _.2.175 gm. 


Alcohol ro per cent 
How supPLiepD: Bottles containing 16 fluid 
ounces. 
propucer: Lederle Laboratories Division, Ameri- 
can Cyanamid Co., Pearl River, N. Y. 


*Trademark. 


DRUGS AND 
INSTRUMENTS 


Information published 
in this department 

is supplied by 

the manufacturers of 
the products described. 


@ NURSERY SCALE 
NO. 3036 


DESCRIPTION: Scale has hardened steel bearings 
and pivots throughout. Capacity is 36 pounds. 
Equipped with three chrome-plated beams with 
deeply etched graduations for easy reading. Spe- 
cial locking device protects balance in transit. 
Complete information available in bulletin No. 
836 from: 

propucer: Hanson Scale Co., 525 N. Ada St., 
Chicago 22, Ill. 


@ BACIGUENT* OPHTHALMIC OINTMENT 
(Formula Change) 


DESCRIPTION: Ointment for treatment of con- 
junctival and corneal infections now contains 2 
per cent phenacaine hydrochloride. This local 
anesthetic alleviates the pain and discomfort as- 
sociated with eye infections and also makes ap- 
plication of the ointment better tolerated. Dosage 
remains the same. 

propucer: The Upjohn Co., Kalamazoo, Mich. 


*Trademark 


(Continued on page A-60) 
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in the office... 


‘ 


sick people 
need nutritional support | 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
: Thiamine Mononitrate 10 mg. 
Riboflavin . 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 160 mg. 


Bottles of 30, 100 and 1,000. 


“THERAGRAN’ IS A TRACEMARK OF E.R. SQUIBB & SONS. 


New Drugs and Instruments 


@ ACTHAR GEL 
(New Syringe Package) 


pescripTion: Acthar Gel is now available in the 
B-D disposable cartridge syringe. It is supplied 
in a sterile 1 cc. cartridge of either 20 or 40 Lv. 
per cubic centimeter potency, with a_ plastic 
syringe which is sterile and ready to use, with 
the dose accurately measured. 

propucer: The Armour Laboratories, Chicago, 
Ill. 


@ LYOVAC PLASMA 
(OPHTHALMIC) 


purpose: Irradiated normal human plasma which 
acts as a physiologic suture in eye surgery and 
skin grafting in combination with thrombin 
solution. 

DESCRIPTION: Prepared from citrated blood and 
designed so that it can be reconstituted to twice 
the concentration of normal human_ plasma, 
thus making it ready for instant use in conjunc- 
tion with thrombin. The plasma is treated with 
ultraviolet radiation, frozen rapidly and dehy- 
drated from the frozen state under high vacuum. 
The resulting product is sealed under vacuum in 
a vial. After restoration to liquid form with a 
diluent provided with the package, the plasma 
is applied to the edges of a wound in combina- 
tion with thrombin solution, and its fibrinogen 
content is precipitated and promptly forms an 
adhesive fibrin coagulum. 

HoW suppPLiED: Packaged in a vacute® vial, the 
lyophilized material is restored with 2.5 cc. of 
sterile diluent (0.1 per cent citric acid solution) 
supplied with the vial, to liquid plasma of one- 
half the original volume. It represents 5 cc. of 
pooled original plasma. 

propucer: Sharp & Dohme, Inc., Philadelphia, 
Pa. 


@ MARK-ON 
TAPE 


purpose: Smudge-proof, pressure-sensitive label- 
ing tape. 

DESCRIPTION: Writing surface—located beneath 
protective covering of transparent acetate film 
tape—permanently reproduces any message. Any 
blunt-pointed object, e.g., the wrong end of a 
pen, can be used to write on the film. Ink-free 
typewritten impressions reproduce perfectly. Can 
be applied to any clean and dry metal, plastic, 
glass, wood or paper surface. It is resistant to 
water, acid and oil and can be washed carefully 
without harming the message. 

propucer: The TapeMark Co., St. Paul, Minn. 
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New Drugs and Instruments 
| 


@ POLYCIN* 


purpose: Antibiotic ointment. 

COMPOSITION: Contains 400 units of bacitracin 
and 8000 units of polymyxin B per gram. Its 
base, Fuzene, is a new combination of carbowax 
diesters and petrolatum. 

INDICATIONS FOR USE: Prophylaxis or treatment 
of localized infections due to organisms sensitive 
to either bacitracin or polymyxin. 

DOSAGE AND ADMINISTRATION: Apply by spread- 
ing a thin layer directly on infected area. Re- 
peat once or twice each 24 hours for as many 
days as needed. 

HOW SUPPLIED: 15 gm. collapsible tubes. 
propucER: Pitman-Moore Co., Indianapolis, Ind. 


*Trademark. 


@ HED-HEPARIN 


purpose: Anticoagulant. 

coMPosiTIoN: Sterile isotonic solution of the 
sodium salt of heparin. 

DOSAGE AND ADMINISTRATION: Injected intrave- 
nously. Prophylactic dose: 1 mg. daily per pound 
of body weight (every second day in presence 
of open lesion or recent surgical incision); 
therapeutic dose: 2 mg. daily per pound of 
body weight. Dosage should be adjusted to pa- 
tient’s response as reflected in coagulation time. 
CONTRAINDICATIONS: In hemophilia, thrombocyto- 
penic purpura, leukemia with pronounced bleed- 
ing tendency, open wounds or ulcerations, espe- 
cially of gastrointestinal tract. 

HOW sUPPLIED: In 10 cc. vials. 1 per cent solu- 
tion provides 1000 U.s.P. units (approx. 10 mg.) 
per cubic centimeter; 5 per cent solution pro- 
vides 5000 v.s.P. units (approx. 50 mg.) per 
cubic centimeter. 

PRopucER: HED Pharmaceuticals, Inc., New 
Rochelle, N.Y. 


@ SALRIN 
TABLETS 


purpose: Analgesic, antipyretic, antirheumatic. 
composiT!IoN: Each tablet contains 0.3 gm. sali- 
cylamide-orthohydroxy-benzamide, a_ salicylate 
believed to be less toxic than aspirin. 
DOSAGE: For acute rheumatic conditions, 2 tablets 
(0.6 gm.) every two hours. For lesser com- 
plaints, 2 tablets four times daily for adults; 
children’s dosage scaled downward depending 
on age. 
HOW sUPPLIED: In bottles of 100, 500, 1000, 6000 
tablets. 
propucerR: Warren-Teed Products Co., Colum- 
bus, O. 

(Continued on page A-62) 


sick people 


need nutritional support 


When you want truly therapeutic 
dosages of all vitamins indicated 
in mixed vitamin therapy specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


SQUIBB 


Each Capside contains: 


25,000 U.S.P. unite 
Vitamin A (synthetic) 
1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000. 


"THERAGRAN’ A TRADEMARK OF SQUIBB & SONS. 
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@ X-RAY 
FILING CABINETS 


DESCRIPTION: Available in one and three drawer 
units and in either grey or green hard-baked 
enamel finish, these cabinets are of all-welded 
steel construction. Drawers are on ball bearing 
rollers. Complete information available from: 
propucER: Stacor Equipment Co., 768-778 E. 
New York Ave., Brooklyn 3, N. Y. 


@ DUOLVITE* 
DROPS 


DESCRIPTION: Water-soluble polyvitamin drops, 
containing vitamin B,., are divided between two 
bottles marked Duolvite A (blue label) and 
Duolvite B (grey label). 
coMPosiTIoN: Each cubic centimeter of Duolvite 
A contains: 

Vitamin A (synthetic) 10,000 U.S.P. units 


Vitamin D ....... 2,000 U.S.P. units 
Vitamin C .... 125 mg. 
Mixed tocopherols ..... 3 mg. 


Each cubic centimeter of Duolvite B con- 
tains: 


Vitamin By u.s.P. .... meg. 
Vitamin B, ..... 3 mg. 
Vitamin B, ... I mg. 
Vitamin B, ..... me 1.6 mg. 
Panthenol ..... 3 mg. 
Niacinamide ............ | 20 mg. 


DOSAGE AND ADMINISTRATION: As a dietary supple- 
ment, suggested daily dosage for infants and 
children under 12 is 4% to % cc. from each bot- 
tle; for children over 12 and adults, as directed 
by the physician; premature infants, under 
supervision of a physician. 

HOW supPPLIED: Packages of two 15 cc. bottles. 
propucer: Ives-Cameron Co., Inc., New York, 
N.Y. 


*Trademark. 


New Drugs and Instruments 


@ EUPHASED 
TABLETS 


purpose: Sedative and antidepressant for treat- 

ment of mild emotional disturbances. 

COMPOSITION: Each tablet contains: 
d-Desoxyephedrine hydro- 


chioride ....... 
Acetylbromdiethylacetyl- 
carbamd .......:. 0.26 gm. (4 gr.) 


CONTRAINDICATIONS: Not to be used in patients 
hypersensitive to sympathomimetic agents or in 
cardiovascular patients for whom _ vasoconstric- 
tors are contraindicated. Give with caution in 
the presence of marked hypertension. 

propucer: Schenley Laboratories, Inc., Lawrence- 
burg, Ind. 


@ SYNKAYVITE-CB 
LOZENGES 


puRPosE: Prevention of delayed hemorrhage, 
promotion of wound healing and reinforcement 
of nutritional status (especially following tonsil- 
lectomy). 

CoMPosITION: Candy-like lozenges which pro- 
vide vitamin K compound, vitamin C and B 
complex factors. Chemically, Synkayvite is the 
tetrasodium salt of the diphosphoric acid ester 
of 2-methyl-1,4-naphthohydroquinone. 
propucer: Hoffmann-La Roche, Inc., Nutley, 
N. J. 


New products approved for inclusion in this 
department but for which space is not available 
this month are listed below. Detailed descrip- 
tions of these drugs and instruments will be 
printed in subsequent issues. 

Aminodrox Tablets (The S. E. Massengill Co.) 
Bacimycin (Walker Laboratories, Inc.) 

Cholimeth Fortified (Central Pharmacal Co.) 

Cilloral 250 Powder (Bristol Laboratories, Inc.) 
Cumertilin Sodium (Endo Products, Inc.) 

Dicalets (Abbott Laboratories) 

Laminex Cassettes (Picker X-Ray Corp.) 

Methium Chloride (Chilcott Laboratories, Inc.) 
Somnadex (Central Pharmacal Co.) 


Wyamine Sulfate (Wyeth, Inc.) 
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For flexible 


oral penicillin 


dosage 
75,000 units 
100,000 units 
/ 
the 


200,000 units 


Oral Suspension BICILLIN has the advantage of per- 
mitting flexible dosage. If you wish to write smaller 
dosages of penicillin than 300 mg. (300,000 units) per 
teaspoonful, use these simple prescriptions: 


R 


oral Suspension BICILLIN 
Wyeth 
Dist. Water to make 
One teaspoonful (5 
Sig - Label every four hours. rs 


R 


Patient 


Oral Suspension BICILLIN 


Wyeth 2 
Dist. Water to make 60 
Label: One teaspoonful (5 
Shake 


Patient 


Oral Suspension BICILLIN 
Wyeth 
Dist. Water to make 


One teaspoonful (5 cc.) 
Sig.: uae every six hours. 


Shake 


clinically effective ...stable.. unusually palatable 


formula: 


Wyeth 


ORAL SUSPENSION 


Each teaspoonful (5 cc.) of BICILLIN provides approx- 
imately 300 mg. (300,00) units) N,N'-dibenzylethylene- 
diamine dipenicillin G in a flavored, aqueous syrup base. 


Available in bottles of 2 fl. oz. 


*Trademark Wijeth Incorporated, Philadelphia 2, Pa. 
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unsurpassed 


in allergic rhinitis. . . 


in urticaria 
\ 


QL in serum sickness 
at 


\ a in angioneurotic edema 


in hay fever 


in drug reactions 


Pah 


As fr maximal relief 


with Minimal side effects 


Pyribenzamine hydrochloride 
(brand of tripelennamine hydrochloride) 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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